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AN ABSTRACT OF THE THESIS OF Janet A. Allan for the Master 
of Science in Speech Communication presented June 14, 1985. 
Title: The Communication of Wellness Concepts Intercul-
turally: In an Alaskan Health-Care Context 
APPROVED BY 
A review of the literature on cross-cultural health 
care reveals an agreement that health care should "fit" the 
cultural values and beliefs of the people it serves. How-
ever, few authors provide theories that could be applied to 
overcoming obstacles that surface in the context of cultural 
difference. 
The purpose of this study is to investigate in what 
ways cultural value differences between Alaskan Native 
clients and non-Native health professionals affect the 
communicating of "wellness" concepts. Specifically, this 
study focuses on possible difference in the cultural value 
orientation of "Man's Relationship to Health." 
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The major research proposition asserts that Native cul-
tural values underlying health perceptions and behaviors dif-
fer from those of non-Natives and that these differences 
create obstacles to the communication of health/wellness con-
cepts. Specifically, the research proposition asserts that 
Natives' perceptions regarding who or what controls their 
health differs from that of non-Natives and that this differ-
ence will affect the communication between the two groups. 
Theoretical background in the fields of cultural 
values, the intercultural perspective for communication, 
wellness approaches to health, wellness within Native 
culture, and the notion of health locus of control is pro-
vided as a framework for addressing the many variables that 
affect the communication of wellness. 
In order to obtain data necessary to address the major 
research proposition, the following questions were asked: 1) 
In what ways has the transition from traditional to modern 
life-styles affected Native cultural values; 2) How do Na-
tives and non-Natives differ in their responses to the ques-
t ion of what controls health; and 3) What should non-Native 
health professionals know about Native clients in order to be 
effective counselors. 
Utilizing the descriptive method for data collection, 
both oral interviews and a written instrument measuring 
"Health Locus of Control" were included. Thirty subjects 
included twenty Natives and ten non-Natives. The twenty 
Natives were administered the author-generated interview 
questions (modified with suqgestions of five Native pretest 
subjects). Of this Native group ten were health providers 
and were also given the written instrument. The ten non-
Natives were health providers and they too completed the 
written instrument. 
A !_-test was performed on the results of the Health 
Locus of Control instrument. Although not statistically 
significant, the differences between the two groups were 
suggestive of definite value orientation differences, 
Natives proving to be more internally oriented than non-
Natives. 
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A thematic analysis was undertaken to identify and 
evaluate themes generated by the interview questions. This 
data was also used to cross-validate the written instrument 
results. 
Both the interview and written instrument data sug-
gested that Native people had a strong belief in self-
responsibility for their own health and that they experi-
enced communication problems that resulted from culture-
specific differences between the two groups. 
Information from this study provided methodological 
suggestions that may prove valuable for future research in 
this area. 
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CHAPTER I 
INTRODUCTION 
Rationale 
A small but important American population appears to 
be suffering from a combination of ethnocentrism and the 
diseases of civilization. This population, the ~laskan 
Native, has endured and survived the devastating effects 
of infectious disease epidemics subsequent to contact with 
"the white man." And today these same people are facing 
an assault on their health that is more subtle and chronic 
hut equally devastating. The negative side effects of 
all-too-rapid acculturation into the western world must be 
addressed to ensure continued survival. 
It appears that the same ethnocentric attitudes that 
in the past made Native foods, language, life-style, 
social customs, and world views unacceptable to non-
Natives continue to be held. This ethnocentrism may be a 
major obstacle to good communication within health-care 
systems provided for Natives. 
The health care organizations are attempting to con-
front the negative side effects of rapid adaptation into 
American culture. But such diseases of civilization as 
alcohol abuse and its multivariate illnesses, family dis-
solution, diabetes, hyptertension, obesity, and other 
chronic health problems continue to plague Native people 
and defy conventional medical treatment. 
This study looks at current approaches to health 
care--both curative and preventive--with a focus on the 
communication of wellness concepts. Specifically, it will 
focus on the wellness counseling interactions between 
Native clients and non-Native health professionals. It 
takes an in-depth look at ethnocentrism and diseases of 
civilization with the end goal of improving communication 
of essential self-help skills for Natives in today's 
technological world. 
Acculturation into western medical ways is now a 
fact of life for all Alaskan Natives. The tuberculosis 
epidemic finally attracted the attention of the federal 
government, so that by the 1950's the Public Health Ser-
vice undertook primary treatment of the disease at Mt. 
Edgecumbe Hospital, Sitka, Alaska. Here new chemotherapy 
and corrective surgical procedures were instituted with 
dramatic success. 
As a long-time employee of the Indian Health Ser-
vice/Public Health Service who worked in conjunction with 
the Southeast Alaska Regional Health Corporation (a non-
profit Native corporation which continues to assume 
greater responsibility for Native health care), I began 
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to examine the meaning of •culturally relevant• health 
care, the term employed to describe health care that fits 
the values and life-styles of the people it serves. 
There is a-growing awareness within both Native and 
non-Native Alaskan health groups that major value differ-
ences continue to exist between Native clients and non-
Native health professionals. And there exists much rheto-
ric regarding the importance of •culturally-relevant" 
health care. Employed to educate both Natives and non-
Natives regarding disease prevention and promotion of 
healthy life-styles, I developed and implemented health 
and wellness promotion programs in both small Native vil-
lages and towns. I personally confronted some of the 
Native/non-Native value differences important to the com-
munication of these health concepts. 
Unlike acute and emergency health care, which de-
pends on skills of the health professional, prevention-
based health care depends on the client's information, 
personal motivation, and the necessary skills to implement 
a desired health-behavior change. The focus is on self-
responsibility and involvement of the client, not the 
information held by the health professional. Health pro-
motion activities concentrate on the communication of 
facts, increasing motivation and enthusiasm for change, 
and providing skills to implement the desired behavior 
change. 
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Because infectious disease has peaked and the major 
health problems of Native people are life-style-related, 
Alaskan Native health corporations as well as the Indian 
Health Service have adopted prevention concepts and well-
ness approaches as bases for much of their health care 
philosophy. And, since "· •• the leading causes of 
morbidity and mortality in Alaska are behaviorally based, 
prevention is closely related to modifying behavior and 
changing social conditions" (American Public Health ~s­
sociation, 1981, p. 12). 
Alcohol abuse and its associated illness, accidents, 
and family disruption, as well as other "diseases of 
civilization" such as heart disease, hypertension, and 
diabetes are the epidemics that face Native people today. 
Just as chemotherapy brought a means of survival during 
the tuberculosis epidemic of the 19SO's, so preventive 
health care may potentially provide survival tools neces-
sary for the management of this current epidemic. 
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My experience with the communication of health and 
wellness concepts led me to question the cultural rele-
vancy of most currently available health and wellness edu-
cation materials. Frequently films and other materials 
would focus on life-styles and values of mainstream Ameri-
cans who lived in major urban areas. When health educa-
tion personnel were viewing films and other media ma-
terials for "cultural relevancy," the obvious life-style 
factors such as the kinds of occupations, cars used, 
clothes worn, locations etc. were evaluated. Racial 
heritage of role models was also considered. For example, 
could an Indian child identify with blonde, blue-eyed 
children in a film? 
But more subtle than visual appearances of those 
representing health and wellness in films, was the ascer-
taining of underlying values that motivated the film. For 
instance, McClure (1982) notes that mainstream American 
values emphasize a preoccupation with youthfulness, 
sexuality, and longevity. She states, 
In our society this concept of 'lookin' good'--
being tall, slender, blue-eyed-blonde--excludes 
people of color~ so it is even more important to 
include in our concept of 'lookin'good' the emo-
tional, spiritual, and intellectual definition of 
wellness in a health care model (p. 26). 
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This applies to health media materials as well. For 
example, in contrast to the mainstream American emphasis 
on youthfulness and longevity, Natives have traditionally 
looked to their elders as role models who contribute 
answers to life's challenges. And today, although they 
pursue educational opportunities for their young and value 
these youthful resources, many Natives look forward to 
becoming older, and do not seem to fear the aging pro-
cess. It seemed possible that this difference in the 
value orientation of "age versus youth" might be just one 
example of value differences that might influence the co~-
munication of wellness concepts. For example, losing 
weight to achieve a youthful appearance might not be the 
motivating factor for a Native client that it is for a 
non-Native. 
And so it became incumbent upon us to search for media 
and other wellness material that more satisfactorily re-
flected values and beliefs of Native people. However, we 
were unaware of how major a task we had undertaken. 
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My study is an outgrowth of this desire to understand 
Native clients' values and beliefs, in the hopes of devel-
oping wellness and health promotion programming and coun-
seling approaches that are appropriate. The acculturation 
process for Natives in southeast Alaska has had profound 
effects on thinking and behavior, but how great an ef-
fect? In a 1980 health document prepared by the Alaska 
Native Health Board, DeGross stated that "Western colonial 
practices assaulted not only the immune system of Alaskan 
Natives, but also their wildlife and food resources, 
social and family organization, religious and medical 
belief system, and traditional health oractices" (p. 4). 
Different cultures represent a wide variety of 
values and beliefs regarding health and health promotion. 
These values and beliefs about health evolve over genera-
tions, changing and adapting to discoveries within their 
own culture and discoveries made by contacting other cul-
tures. Values and beliefs that underlie health behaviors 
are as much a part of a culture as their religious or 
social systems. 
The Alaskan Native is no exception to this pattern. 
For thousands of years the aboriginal peoples' of Alaska--
Tlingit-Haida, Athapaskan, Inupiat and Aleut--held a com-
plex set of beliefs regarding the nature of health and 
disease, the power of health "common sense" within their 
own group, and the methods such as herbal medicines and 
shamanism used by the trained members of their group 
(Lantis, 1963). 
Summary 
It became clear to me and other health educators 
that although acculturation of Alaska Native people into 
the western medical system is a fact of life, culturally 
relevant health care would only be possible when health 
care programs fit the values and belief systems of the 
clients. And this would be possible only if face-to-face 
communication between Native clients and their non-Native 
health professionals resulted in a mutual exchange of 
information. 
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Without information regarding values, beliefs and 
attitudes of Native clients, there would continue to be 
one-way communication1 that is, medical information would 
be directed at the Native client without regard to Native 
feedback and processing of the information into meaningful 
action. This study focuses on the intercultural communi-
cation process that occurs between members of one Alaskan 
Native group, the Tlingit-Haida Indians, and their non-
Native health professionals. 
The following section clarifies the major and 
general research questions which this study addresses. 
Major and ~eneral Research Questions 
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This study seeks to answer certain questions that 
are central to the major research question of: 
To what extent do Native and non-Native cultural 
values differ and how might these differences affect the 
communication of health wellness between Native clients 
and non-Native health professionals? 
The specific underlying cultural value on which this 
study focuses is that of "Man's relationship to his 
health" and the specific Native population to which it 
refers is that of southeast Alaska Natives. 
This study provides a vehicle by which this major 
research question may be answered. The following general 
research questions were utilized in order to obtain data 
necessary to answer the major research question: 
1) How has the transition from traditional to modern 
life-styles affected Native values1 2) How do Natives and 
non-Natives differ in their perceptions regarding who or 
what controls a person's health1 and 3) What should 
non-Native health professionals know about Native clients 
and their culture that would assist them in becoming more 
effective health counselors. 
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Employing both the oral interview and written survey 
methods of data collection, responses to the above 
questions are analyzed in Chapter IV, Results and 
Discussion. The responses are evaluated in light of 
anthropological concepts of cultural values, the 
intercultural perspective of communication theory, health 
and wellness concepts, and literature concerning the 
health effects of modernization on Native culture. This 
theoretical background provides a framework for 
understanding the variables affecting the communication of 
wellness within this intercultural context. 
Format 
The format for this thesis is as follows: 
Chapter I presents an introduction to the thesis 
which includes the rationale for the study, the major ana 
general research questions, and this detailed format. 
Chapter II presents the theoretical background 
necessary for an understanding of the issues addressed by 
the study. This background addresses: anthropology-based 
theory of cultural values: the intercultural perspective 
for communication: wellness and health promotion conc~pts 
and definitions: health and wellness within Native cul-
ture: and, the concept of health locus of control. 
Chapter III presents the descriptive methodology in-
cluding the methodological techniques of oral interview 
and written instrument. The design of the study, includ-
ing the purpose, data collection, and methods of analysis 
is also discussed. 
Chapter IV presents the study's results and discus-
sion, relating results to theoretical concerns mentioned 
in Chapter II. The data relates to the general research 
questions reqardinq transitional Native life-styles, 
health and wellness indices for Natives, the question of 
who or what is in control of a Natives' health, data 
concerning what non-Native health professionals should 
know about Natives and their culture, and a data valida-
tion discussion. 
Chapter V addresses the applications of the inter-
cultural perspective to communication problems as reported 
by Native interviewees. This chapter will provide poten-
tial solutions for the reported communication problems, 
utilizing the face-to-face interactive, difference-based, 
processual, and humanistic approaches. It also includes a 
brief discussion regarding intercultural perspective-based 
education for health professionals. 
Chapter VI includes directions for change and ideas 
for future research. 
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CHAPTER II 
THEORETICAL BACKGROUND 
The Anthropological Perspective on Cultural Values 
The following is a brief overview of some theoreti-
cal value concepts useful in the understanding of Native 
and non-Native perceptual differences. The discussion 
will be divided into two parts. First, an overview of 
value concepts will be presented. And second, an overview 
of mainstream American value-orientations as they contrast 
with traditional Native culture will be provided. 
Value Concepts 
Cultural values are complex, most often unconscious, 
and difficult for researchers to identify. Kluckhohn 
(1951) has said"· •• about the only defining point about 
values which is qenerally agreed upon is that they have to 
do with normative as opposed to existential propositions" 
(p. 393). In other words, values point to what is bad or 
good, right or wrong. Kluckhohn and Strodtbeck (1961) 
have referred to the element of "oughtness," the prescrip-
tion of values for the individual regarding what he or she 
ought to do in a certain situation. 
And, Stewart (1972) discusses more specifically 
American cultural norms, value prescriptions that are 
• ••• explicit and repeatedly involked by Americans to 
describe or justify their actions." He describes the 
concept of self-reliance as an emotion-packed "ought" that 
affects actions of Americans but does not "· •• provide a 
systematic explanation of the behavior." As Stewart also 
notes, cultural norms such as self-reliance give a 
contextual framework for value systems but don't explain 
contradictory behavior (p. 19). 
Ethel Albert's (1968) definition of "value system• 
is important in that it gives an explanation of why our 
behavior often does not exemplify our values. She notes, 
"A value system, then, represents what is expected or 
hoped for, required or forbidden. It is not a report of 
actual conduct but is the system of criteria by which con-
duct is judged and sanctions applied" (p. 288). We are 
most frequently unaware of the "why" behind our behav-
iors. Consequently it is difficult to ascertain these 
values. 
The goal of this study is to uncover and explore 
Native cultural values that pertain to health-related be-
haviors. _In particular, this study focuses on Kluckhohn 
and Strodtbeck's (1961) value orientation of "Man's 
Relationship to Nature" with the "nature" extended to mean 
human health. This value orientation scheme has assisted 
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the writer in categorizing the values uncovered in the 
study. 
Although Kluckhohn and Strodtbeck divide values into 
categories, (for instance, •Man's Relationship to Na-
ture•), they are aware that any system arbitrarily divides 
up parts in order to better understand them. These value 
•parts• that will be discussed here often overlap and 
influence one another (p. 4). 
Hall (1977) seems to agree when he notes: 
••• in spite of many differences in detail 
anthropologists do agree ••• there are charac-
teristics of culture: it is not innate, but 
learned; the various facets of culture are inter-
related--you touch one culture in one place and 
everything else is affected; it is shared and in 
effect defines the boundaries of the different 
groups (p. 16). 
Value orientations look at the many options a cul-
ture has for solving a limited number of common human pro-
blems, such as how humans relate to nature or others. 
There appears to be a limited number of solutions to these 
common human problems and all solutions are present in any 
one culture. However, there is a primary or dominant 
solution usually present, existing as the normative value 
for the majority of members of the culture (Kluckhohn and 
Strodtbeck, p. 4). 
It should be noted that in order to discuss differ-
ences between cultures, generalizations will be used; 
•generalizations• meaning the normative or majority value 
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orientation of the culture. It is recognized that devia-
tion from this normative standard will occur in all cul-
tures. As Kluckhohn and Strodtbeck note, 
Our most basic assumption is that there is a sys-
tematic variation in the realm of cultural phen-
omena which is both as definite and as essential 
as the demonstrated systematic variation in 
physical and biological phenomena" (p. 3). 
However, in finding contrasting examples from other socie-
ties we shall turn to the dominant regularities. 
Stereotyping, in contrast to generalizing, does not 
allow for cultural variations or deviations. As Brislin 
(1981) notes, " ••• stereotypes refer to any cateqoriza-
tion of individual elements concerned with people which 
mask differences among those elements" (p. 44). This 
study will employ generalizations in order to point out 
differences between normative values of mainstream Ameri-
can and Native cultures. 
Major Contrasts Between Mainstream American and Native 
Cultural Values 
The second part of this discussion deals with norma-
tive value contrasts between American and Native cul-
tures. The traditional values fit what Stewart (1972) 
calls "gemeinschaft," non-western cultures that are usual-
ly rural and traditional. The characeristics common to 
these traditional cultures have been true for traditional 
Native culture (Stewart, p. 10). 
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One major characteristic of a traditional culture is 
that members define themselves in terms of social links. 
Native culture traditionally stressed the clan and group 
relationships. A complex society, the Tlingits had a 
highly developed kinship system consisting of what anthro-
pologists called •moities." Moities divided the culture 
into two major groups, the "Eagles" and "Ravens" (Lantis, 
1963, p. 4). In addition, "Social units, built u~ along 
matrilineal lines, had their own houses and chiefs, their 
own crests and personal names, and their own ceremonial 
songs and dances" (U.S. Dept. of Interior, 1985, p. 1-12). 
The relationships between members of these well-de-
f ined groups were respected and maintained through ritual 
behaviors, class distinctions, and leadership expecta-
tions. These important kinship relationships provided 
the basis for a strong group orientation of Native peoples 
that contrasted with the mainstream American "individual-
ism" orientation. Although Americans have always been 
strongly motivated by the value on the individual, " ••• 
it does not mean that they do not show some affiliative 
tendencies. These tendencies, however, are diluted in 
contrast to the strong social and territorial adhesion 
found in affiliations in the non-western world" (Stewart, 
1972, p. 43). 
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One other cultural value that markedly differs be-
tween mainstream American and traditional Native culture 
is that of the orientation of "Man's Relationship to 
Nature.• The dominant orientaton in American culture is 
that of control of the physical world in the service of 
man. As Stewart notes, •The natural laws assumed to un-
derlie the physical world seem to be harnessed for produc-
ing material welfare and hence are at the service of man• 
(p. 62). 
This contrasts greatly with the traditional Native 
subsistence ethic. Within the subsistence ethic lies the 
assumption that the Native lives and survives within 
nature and that the Spirit world and the natural world are 
linked. Traditionally, the Native hunted, fished, and 
utilized the natural resources to the extent necessary for 
survival, not ?refit. During the background interviews 
with elders, examples were given frequently of how grand-
fathers and uncles espoused the harmony-with-nature 
ethic. For instance, I was told by one elder that he was 
beaten when his uncle learned that he had caught more fish 
than he needed for that day's meal. One was never to 
catch more than necessary. And frequently mentioned was a 
thankful communication with an animal before it was 
killed. 
A third cultural value orientation that clarifies a 
difference between mainstream American cultural ana tradi-
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tional Native culture is that of "Age versus Youth." As 
Condon and Yousef (1980) note, "A youth-valuing culture 
(including the United States) values--along with some 
degree of maturity--vigor, idealism, and a freshness that 
is thought to be dissipated with age" (p. 69). "Experi-
ences" are preferable to "experience." Technological 
advances are often fostered by youthful scientists looking 
to the future for answers to mankind's problems. 
This contrasts greatly with an orientation which 
values age and experience. As Condon and Yousef (1980) 
note, "The value of age has traditionally been the domi-
nant orientation of most cultures in the world, for the 
elders of societies were the repositories of knowledge as 
well as the locus of power and authority" (p. 69). Tradi-
tional Native culture looked to elders for answers to 
their problems1 elders were the "culture-bearers" and it 
was fro~ them that young people learned the myths, the 
history, and the wisdom of their culture. 
During background interviews with elders I heard 
many descriptions of young people sitting around an elder 
uncle listening to stories of Raven and his many ex-
ploits. Many hours of a child's day were spent listening 
to the recounting of mythological and historical events 
important to their culture. Elders were viewed as 
important resources and were treated with great respect. 
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In summary, traditional values often contrasted with 
western/American values. When aboriginal Natives first 
contacted the "white man" the differences between their 
value orientations were probably nothing more than pheno-
mena to be negatively evaluated, but as the two groups 
were forced into closer and closer proximity, these dif-
ferences became problematic. 
As Natives adapted increasingly to the "white man's" 
life-style, cultural values as well began to change. The 
following section addresses the intercultural perspective 
for communication, an approach to communication that may 
clarify how cultural value differences may result in 
communication problems and also provide possible 
solutions. 
The Intercultural Perspective 
The following is an overview of the intercultural 
perspective for communication. According to Bennett 
(1984), the intercultural perspective of communication 
theory is defined as: 1) Difference-based, 2) Face-to-
face interactive, 3) Processual, and, 4) Humanistic. This 
perspective gives the individual a perceptual tool for 
confronti~g the anxiety that results from transition and 
chanqe, conflict, ambiguity, and new information which 
are integral parts of communication between people of dif-
ferent cultural world views. 
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In general, this perspective, or way of viewing com-
munication, shifts the focus away from one's own world 
view--that which the home culture teaches are "facts• and 
•realities•--toward the creation of another mutually 
agreed upon meaning. This shared meaning is constantly 
changing, in process, and is not dependent upon one or the 
other's absolutist views regarding reality. 
The following discussion concerns the four compon-
ents of the intercultural perspective. Viewed as a per-
ceptual tool, this difference-based, face-to-face inter-
active, processual, and humanistic approach to dyadic com-
munication allows the dyadic participants to be self-
reflective and, consequently, to act rather than merely 
react to new experiences. This proactive participation in 
the communication experience allows a freedom to create 
and recreate common meaning. 
The first component of the perspective, the "differ-
ence-based" factor, the writer considers to be the central 
concept on which the others depend. As Bennett notes, 
••• the reality which we experience is cons-
tructed according to variable cultural patterns, 
and • • • these differences are the crucial f ac-
tors in our attempts to understand the communica-
tion experience" (p. 5). 
And Hoopes (1981) confirms the importance of cultural 
differences when he notes,. 
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Although individuals attempt to protect themselves 
against wide differences in ways of expression and 
perception, ••• differences exist and are a 
cause of static (p. 33). 
And, as Hoopes also notes, although these cultural 
differences are inherent and natural they are also most 
often out of our awareness. Hoopes' research subject, 
that of cross-cultural education, concerns the development 
of s~ills to cope with these out-of-awareness differences 
in world views and value systems that are reflected in 
communication. Cultural awareness allows for dyadic 
members to deal with the "static" he describes. Static 
refers to communication in which complex numbers of dis-
tracting variables exist, as in intercultural cornmunica-
tion, but does not imply that there is something wrong 
with the communication. It is, rather, very complex and 
requiring a greater degree of cultural awareness than corn-
munication with those of common experience (p. 33). 
In contrast to difference-based approaches, there is 
more often a diligent search for commonalities, a desire 
to believe that "deep down inside we're all alike:" as 
Barna (1982) notes, 
The aura of similarity is a serious stumbling 
block to successful intercultural communication • 
• • • The confidence that goes with the myth of 
similarity is much more comfortable than the as-
sumption of differences, the latter requiring 
tentative assumptions and behaviors and a will-
ingness to accept the anxiety of 'not knowing' 
(323). 
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Bennett agrees and discusses the "minimization of 
difference," a focus on similarity for the purpose of de-
creasing the anxiety that results from ambiguity, which 
" ••• may help maintain a fairly comfortable state of 
ethnocentrism" (p. 27). 
The ramifications of difference-based institutions 
are many. One possible result is that of the creation of 
pluralistic rather than monistic-based organizations. 
This pluralistic attitude opposes the melting-pot ideal 
and advocates instead a society where 
••• different sets of religious beliefs are 
tolerated, skin color is not a criterion of 
mobility, many different ideas can be freely 
expressed, and a wide range of behaviors are seen 
as appropriate in meeting everyday needs • • • and 
interpersonal relations" (Brislin, p. 288). 
In addition to the difference-based focus, the 
intercultural perspective is also face-to-face inter-
active. It emphasizes the face-to-face interactions 
between two culturally-different persons. This contrasts 
with a cultural investigation of the differences between 
different cultural groups. It focuses on the specific 
dyad whereas cross-cultural investigations focus on the 
general society and general normative behaviors for 
members of a certain group. 
The intercultural perspective asks the question 
"What happens when two specific individuals, representing 
diverse cultures, get together for face-to-face inter~ 
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actions?• Hoopes (1981) partially answers this question 
when he notes that •cultural codes,• all the cues and 
behaviors involved in communication, are a complex 
interaction of behaviors. And, • ••• the cultural code 
is all--with the exception of language--that in the nexus 
of human interaction has meaning.• Asserting that 
•behavior communicates,• he notes that verbal or silent, 
smiling or non-expressive, communication behaviors have a 
profound effect on an interaction (p. 29). 
The third component of the intercultural perspec-
tive, that of processual rather than linear approaches to 
the "creation of meaning," focuses attention on mutually-
derived meaning, rather than the message itself. In the 
conventional view of communication the emphasis is often 
on the sender or the message, encouraging an attempt to 
either clarify the structure of the message itself or 
improve the communication style of the sender. The impor-
tance of these activities are not denied but the major 
focus of the intercultural perspective is on what occurs 
between the dyadic participants that is unique to them. 
The processual view, in contrast to a sender or mes-
sage focus, asserts "• •• even more important is the 
feedback process, the response of the listener to the per-
son sending the message" (Hoopes, p. 39). Hoopes also 
states that effectiveness of communication is dependent on 
• ••• the degree that it is a two-way process in which 
22 
successive approximations of accuracy in getting meanings 
across are achieved" (p. 39). 
However, attempts to increase communication accuracy 
are fraught with difficulty. And Bennett (1984) suggests 
that for effective communication there must be 
self-reflexiveness, an understanding that "• •• in terms 
of human behavior, •.•• there exists, for man, only 
subjective reality, i.e., the universe as individual men 
perceive it" (p. 41). And, as Singer (1982) notes, the 
individuals involved must share the belief that " ••• the 
'same' stimuli are often perceived differently by 
different individuals and groups" (p. 54). 
Combining Hoopes' "cultural codes" and Singer's 
ethnorelative beliefs about reality, Bennett moves to the 
" ••• willingness to give up 'temporarily' one's own 
world view in order to experience another" (p. 41). This 
"shift in frames of reference" constitutes a phenomenon 
central to the processual aspect of the intercultural per-
spective. Bennett's concept of empathy necessitates such 
a mental shift, practicing " ••• the imaginative partici-
pation in a different world view ••• " (p. 41). 
In addition to the circular, ever-changing process 
of creating meaning, the intercultural perspective re-
quires that communication be humanistic. In contrast to 
a positivist view of reality, where absolute truths exist, 
humanistic approaches accept multivariate realities. 
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In the area of modern medicine this aspect is vital, 
although not often recognized. Western medicine has 
developed technoloqies that few can disregard. However, 
with its scientific approach, the systematic division of 
the mind/body into small parts for the purposes of study, 
there is a positivist attitude that prevails. Western-
trained medical personnel frequently reflect this belief 
by their acceptance of ultimate answers that science seems 
to qrant us, often disregarding as "folk tales" many other 
forms of healing that exist today. 
A humanistic approach to healing would assert that 
the healing method, whether it be medication, surgery, a 
health/wellness activity, or shaman ritual, is merely a 
tool and that the focus ann the major ingredient for heal-
ing is the whole individual. Currently, medical practice 
generally focuses on new technologies rather than the 
individual's complex and intricate process of healing. 
In summary, communication researchers Hoopes (1981), 
Bennett (1984), Barna (1982), Singer (1982), and Brislin 
(1981) emphasize various aspects of the intercultural ap-
proach to communication. This perspective is face-to-face 
interactive rather than cross-cultural in focus, differ-
ence rather than similarity-based, processual rather than 
linear, and humanistic rather than authoritarian. 
There is significant theoretical basis for this _per-
spective and good reason to postulate its important appli-
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cations for improvement of dyadic communication between 
persons of different world views; and specifically, to the 
dyadic communication between non-Native health profes-
sionals and their Native clients. 
Wellness and Health Promotion Concepts and Definitions 
The following discussion will address the concept of 
wellness and the definitions necessary to the understand-
ing of health care based on this concept. This discussion 
will be followed by an overview of wellness and health 
promotion as they are manifested in southeast Alaska 
Native culture. 
Because the western medical tradition has focused 
primarily on the ameliorative, or curative, approach to 
health, the English language is rich in the language of 
pathology and disease. Few words are descriptive of 
health maintenance, wholeness of "body-mind-spirit," or a 
high level of health (Manson, Tatum, and Dinges, 1982, p. 
15). 
These researchers note, 
Health is usually conceptualized as one endpoint 
on a continuum of disease presence or absence. 
Alternative perspectives attempt to circumvent 
this dichotomy by emphasizing the maximization of 
personal potential. Growth, wholeness and compe-
tence are frequently used to describe the ensuing 
phenomenon of interest. This limited vocabulary 
which is available for discussing health in this 
latter sense stands in marked contrast to the 
richly varied vocabulary that characterizes the 
subject of disease (p. 15). 
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"Wellness" is a word created within the last ten 
years for the purpose of expressing these health-enhancing 
concepts of health maintenance and promotion. For the 
purposes of this study, wellness is operationally defined 
as " ••• an enhanced dimension of health and involving 
good physical self-care, using one's mind constructively, 
and expressing one's emotions effectively ••• • (Carroll, 
1982, p. 2). 
Other definitions im?ortant to the understanding of 
the wellness approach to health are: 
1. Health--" ••• not just the absence of 
disease or comfort, but a process of continu-
ous adaptation to the many microbes, irri-
tants, pressures and problems which daily 
challenge humans" (Carroll, p. 2). 
2. Primary Prevention-- "• •• an approach which 
seeks to lower the prevelance of disease by 
reducing its incidence ••• " (Manson et al. 
1982, p. 12). 
3. Health Promotion-- • ••• health promotion and 
enhancement involve skills, and building or 
augmenting adaptive strengths, coping re-
sources, survival skills, and general health 
(Manson et al. p. 46). 
4. Stress Reduction--the ability of the indivi-
dual and/or group to decrease the negative 
health effects of stress; and defined as "· • 
• the non-specific response of the body to any 
demand upon it" (Seyle, 1974, p. 14). 
S. Holistic Health--An approach to health promo-
tion that incorporates the total person, 
including the body, mind, and spirit. 
6. Life-style--The physical, psychological, so-
cial, economic, emotional, and spiritual be-
haviors practiced regularly by an individual. 
7. Diseases of civilization-- Those chronic and 
debilitating diseases which result from the 
cumulative effects of a life-style of poor 
nutrition, sedentary behaviors and an inabili-
ty to manage the negative effects of stress. 
In order to understand the wellness approach to 
health it is important to recognize that central to health 
promotion and enhancement activities is the ability of the 
individual and/or group to deal effectively with condi-
tions which are stres~-causing. The life-style which pro-
motes a high level of nutrition, regular activity level, 
and ways in which to successfully deal with emotions is a 
life-style which improves the general health of a people. 
The individual and/or group that takes responsi-
bility for these basic health-promoting activities will 
increase physical and mental adaptive strengths, stress-
reducing resources, and survival skills that play a major 
role in health promotion. 
McClure (1982) notes the need for health 
professionals to understand the integrative nature of 
wellness-based health care when she states: 
In applying this holistic concept of health to 
people of color ••• it is essential for health 
care providers to assume the 'wellness 'of their 
cultures, as well as the 'wellness' of their 
race. It is essential to assume the 'wholeness' 
of their cultural blueprint for living, the 
internal consistency of their cultures, in order 
to balance effectively scientific/technical 
expertise with the spiritual/emotional variables 
considered important in maintenance of wellness in 
the cultures of people of color (p. 23). 
In support of this view, Manson et al. assert that 
within Native communities exist examples of health 
competencies. They state that concentration on 
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psychological and physical pathology can be replaced with 
• ••• a more positive view of the potential for. 
maturity and competence both individually and 
collectively ••• • (p. 47). 
• • • 
However, in order to understand the potential for 
physical and mental competencies within Native culture, it 
is critical to acknow~edge the physical and mental stres-
sors that have historically confronted Natives and those 
which they currently confront. 
As noted earlier, during the last 25 years since 
their dramatic recovery from tuberculosis, the Alaskan 
Natives have struggled with yet another devastating 
epidemic--that of alcohol abuse and the other life-style-
related illnesses. Unfortunately, because these health 
problems have their bases in health behaviors and life-
style choices rather than in external causes such as 
pathogenic bacteria, scientific medical advances are fre-
quently ineffectual as cures. It seems that disease and 
illness linked to life-style patterns often defy scienti-
fically-based medical treatment. 
~s Fortuine (1975) notes, this category of disease 
may be called "diseases of transition"--disorders which 
have resulted from cultural change or the introduction of 
new modes of living, housing, food habits or transporta-
tion" (p. 6). Besides alcohol abuse and rampant dental 
decay, • ••• no doubt largely attributable to the wide-
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spread and indiscriminate use of highly refined sugars in 
the diet,• (p. 6) other chronic and debilitating diseases 
such as hyptertension, diabetes mellitus, duodenal ulcers 
and some types of cancers are on the increase. In 
addition, anxiety, depression and suicide currently plague 
Native communities. 
The following discussion gives an overview of how 
wellness and health promotion are basic to southeast 
Alaska Native culture. 
Health and Wellness Within the Native Culture 
Traditional Health and Wellness Practices 
It is important to note that there were health prac-
tices and traditions among the aboriginal southeast Alaska 
Natives that seemed to ease them into the modern medical 
care systems; and that traditional Native life-style be-
haviors existed that protected and hardened the body and 
mind against much mental and physical disease and illness 
(Lantis, 1963, p. 6). 
As Lantis notes, 
• • • Alaskans of southeast Indian descent are not 
a people indifferent to disease. They do not take 
it for granted, as do so many races of fatalistic 
tradition ••• (p. 6). 
This Native group held health beliefs that paral-
leled some of the western practices to which they adapted 
when contact with Western medicine was made. Four major 
traditional theories of disease are important to under-
stand. 
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First, there was accepted the theory of some object 
being introduced into the body by an evil spirit or 
enemy. It was the shaman's responsibility to remove the 
"intruding evil.~ Through elaborate performances of 
dance, song, and chants, the shaman was often successful 
in removing the offending object. In modern medicine it 
is the physician-surgeon who is responsible for removing 
the offending or diseased part of the physical body 
(Lantis, p. 7). 
Another explanation of illness was that of "losinq 
one's soul." With the assistance of a spirit helper, the 
shaman was responsible for locating the soul. Once again 
there seems to be a western medical parallel. Psycholo-
gists, in a sense, assist the client in finding the "self" 
or soul. In both cases, "the spirit is renewed" (Lantis, 
p. 3). 
In addition, rituals of cleansing and self-purif ica-
tion were implemented by hunters and warriors to increase 
strength. And fish camps were kept scrupulously clean to 
ward off disease. Consequently, the missionaries' empha-
sis on "cleanliness is next to Godliness" was not a for-
eign concept. 
Finally, contagion magic was important. This basic 
belief asserted that body parts such as nail clippings and 
excrement held certain power. If the enemy were to burn 
~ body parings, the owner would also be burned or the enemy 
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would otherwise put a spell on the owner. Consequently 
body parings and waste of all kinds were scrupulously 
disposed of. This black and white contagion magic concept 
paralleled the theory of pathogenic bacteria in that it 
required that body excrement and discharges must be 
discarded. 
In addition to these methods of treatment and 
prevention of disease, herbal remedies were abundant. 
McGregor (1981) states that " ••• many herbal and dietary 
remedies were a part of the 'common sense' or common 
knowledge of the community and were passed from parent to 
children" (p. 65). Having utilized the medicinal powers 
of herbs for thousands of years, the transition to modern 
forms of medication was not difficult. 
In combination, the concepts of cause and effect, 
contagion causes of disease, cleansing rituals, and herbal 
medicines for prevention and treatment of illness, to-
gether formed a health-care framework that allowed for a 
relatively easy transition into the western world of 
medicine (Lantis, 1963, p. 7). 
As the above description of traditional practices 
indicates, southeast Alaska Natives had developed a com-
plex system for the treatment for mental and physical 
disease. In addition, however, traditional health prac-
tices included a physical and mental life-style that pro-
moted health and prevented disease. 
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For example, the Southeast Alaska Regional Health 
Corporation (SEARHC), has published a pamphlet (1984) 
describing traditional strengths: 
Long ago, our ancestors knew what it meant to be 
a real person--a Tlingit. They knew that to sur-
vive in the world they had to be strong both in 
body and in their s~irit ••• What made our 
people strong? They ate good food, they trained 
their bodies, but more than that, they had strong 
minds (p. 1). 
These strengths were drawn from cultural values 
focused on clan and kinship relationships and the subsis-
tence way of life. Subsistence, defined as the minimum 
food or shelter to support life, means much more to the 
Native people. 
Tlingit people have learned how to survive the 
weather and keep body and soul together. We have 
special regard for the fish and other animals we 
use for food. We know and respect the weather and 
the waters. Fish streams, hunting grounds, and 
berry patches were more than a means of filling 
our 'minimum daily requirements'. For us subsis-
tence food is a tangible link with the past, with 
a way of life that is quickly fading (U.S. Forest 
Service, 1984, p.iii). 
The subsistence life-style incorporated physical 
activities such as hunting, fishing, berry picking, boat 
rowing, hauling of water. In addition, this life-style 
required mental and spiritual health in order to maintain 
a consisent motivation to work year-round at these many 
maintenance tasks. As the 1985 Alaska Native Claims 
Settlement Act Study states regardinq Alaska Natives, 
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In adapting to their varied environments, all 
adopted a subsistence way of living; they obtained 
food, clothing, and shelter from the land's re-
sources at all times of the year (U.S. Dept. of 
Interior, p. 1-12). 
And this study also notes that for the Tlingit-Haida 
tribes specifically: 
••• The richness of resources meant that a sur-
plus could be acquired, and thus the Tlingit's and 
Haida's cultures emphasized the amassing of 
wealth ••• Great· quantitites of food and gifts 
were collected for potlatches ••• (p. 1-12). 
In addition, the cultural emphasis on clan and 
family relationships was also central to mental and physi-
cal strength of traditional people. 
They worked hard and trained the young people what 
it meant to be Tlingit. At times they were told 
stories about people who had become great through 
hard work ano determination. Many of the stories 
were lessons for the mind. Everyone was Tlingit--
a real person--but everyone was also a member of a 
family. Some people were named after famous 
ancestors ••• Whatever they did, or did not do, 
would bring shame or pride to their family. No 
one stood alone (Southeast Alaska Regional Health 
Corporation, p. 2). 
And finally, individuals within the culture experi-
enced rituals that promoted mental and physical well-being 
and decreased the incidence of stress-related conditions. 
An important example is that of the memorial potlatch. As 
Kan (1983) notes, this was a complex ceremony • 
• • • 1 see the rhetorical utterances made in the 
Tlingit memorial potlatch as elocutionary acts 
aimed at transforming the experiences of the 
participants, strengthening their social ties, 
raising their status, and restoring the balance in. 
their social universe and cosmos (p. 48). 
33 
This description is remarkably similar to that of 
alcoholism recovery. Alcoholism recovery is also 
described as a process of increasing self-esteem, 
strengthening social ties, increasing status in community, 
and restoring the mental, physical, and spiritual balance 
of the victim's lives. 
In combination, supportive clan and kinship rela-
tionships, the subsistence life-style, and mental and 
physical health-promoting ceremonies provided a social 
setting that fostered positive health behaviors. 
Acculturation and Its Effects on Today's Native Health 
The above-noted traditional health practices and 
life-styles seemed to provide Natives with mental and 
physical strengths needed to deal with disease and illness 
endemic to them. But these practices suffered greatly 
under the stresses of adaptation into the western world. 
As Segal (1983) notes, 
Not unrelated to the current stress placed on the 
traditional life-styles of the Alaska Native is 
development of the state's natural resources, 
particularly oil •••• As a result, the Alaska 
Native Claims Settlement Act, which passed Con-
gress in 1971, conveyed to the Natives 44 million 
acres--chanqed from aboriginal title to fee simple 
title--and compensated the Natives nearly a bil-
lion dollars •••• The act initiated a series of 
changes which have been described as a movement 
'from tribalism to corporations' •••• and the 
survival of the Native people is directly contin-
gent on the success of .the regional corporations 
(p. 383). 
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As Segal also notes, this new kind of challenge fac-
ing contemporary Natives, these new stressors, are not 
well understood. He notes, 
••• Alaska Natives have been subject to inordi-
nate amounts of stress, a significant amount of 
which can be directly attributed to the problems 
and difficulties involved in the introduction of 
the Western world with all its attitudes, reli-
gions and technology" (p. 383). 
This movement from subsistence life-style to the cash and 
corporate economy appears to be a major challenge con-
fronting Native survival. 
Segal, in his search for important research 
questions regarding Natives and alcohol abuse, asks: "How 
have the strain and stresses of emotional conflict which 
are linked to the intensification of the acculturation 
process, affected the life-style, value system, and behav-
iors of the Alaskan Native people? What is the perceived 
role of alcohol in this process?" Although this study 
does not address this question specifically, an overview 
of the acculturation history and health status of Natives 
reveals a link between the two factors. 
In order to better understand this link between 
rapid adaptation into the modern world and Native health 
status, it is important to understand that rapid adapta-
tion was not merely thrust upon the Native peoples of 
southeast Alaska. That although the arrival of Russians 
and other Europeans around the middle of the eighteenth 
century necessitated major forces influencing Native 
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life, for the Tlingits, at least, there existed an element 
of choice as to the degree of acculturation attempted. 
In 1919 Native leaders founded the Alaska Native 
Brotherhood, an organization whose goal it was " ••• to 
encourage a Christian morality amonq the Indians of South-
east Alaska and to cam?aign for full citizenship for their 
people" (Preamble A.N.B. Constitution, 1980, p. 1). The 
founders, whose parents and grandparents spoke only 
Tlingit and iived the traditional subsistence life-style, 
were the first graduates of the Sitka Training School, a 
Presbyterian-sponsored school. The young founders were 
encouraged by their elders to lead their people into the 
white world. They saw no other way to deal with what ap-
peared to be an unending influx of whites into their tra-
ditional lands. 
The following are excerpts from the preamble of the 
Alaska Native Brotherhood constitution, illustrating the 
Native leaders' commitment to acculturation into the white 
world: 
The purpose of this organization shall be to as-
sist and encourage the Native in his advancement 
from his Native state to his place among the cul-
tivated races of the world, to oppose, to discour-
age, and to overcome the narrow injustices of race 
prejudice, ••• to preserve their history, lore, 
art, a~d virtues, to cultivate morality, educa-
tion, commerce and civil government • • • to 
improve individual and municipal health and labor-
ing conditions ••• (Preamble A.N.B. Constitu-
tion, p. 1). 
However, despite this element of choice regard~ng 
their rapid and conscious adaptation into the western 
36 
world, the economic support that resulted in the Alaska 
Native Settlement Act, and the complex health and wellness 
strengths of their people, the health status of southeast 
Alaska Natives continues to suffer. 
As Kraus and Duffler (1979) note, " ••• the Alaska 
Natives are experiencing a steadily increasing burden of 
mental illness, alcohol abuse, and social disorder which 
far exceeds that of other American populations such as 
Alaska non-Natives, American Natives, and other American 
minority groups (p. 111). 
It is important also to note that alcohol abuse 
amongst Native populations not only complicates and 
exacerbates most mental illness, but 
••• most clinicians whose practice includes 
Native patients feels that a significant but un-
known increment of physical illnesses among 
Natives such as diabetes mellitus, heart disease, 
certain neoplasms, cirrhosis of the liver, influ-
enza and pneumonia, gonorrhea and other veneral 
diseases, nutritional disturbances, and complica-
tions of pregnancy are either caused or aggravated 
by alcohol abuse. A family unit disrupted by 
alcohol is a fertile breeding ground for a 
variety of physical, psychological and social dis-
turbances (Kraus and Duffler, p. 149). 
In summary, the history of Alaska Native health re-
flects a rapid movement away from the aboriginal subsis-
tence life-style which incorporated a complex set of 
health maintenance practices, into a western medical care 
system that emphasizes medical technology. 
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And undeniably the Native benefited from this 
medical technology, particularly in the development of 
chemotherapeutic agents which effectively irradicated 
tuberculosis. However, once this severely scarred 
population began to recover from the devastating effects 
of infectious disease, it began to experience acutely yet 
another epidemic, alcoholism. 
In the last 20 to 30 years of Native History, alco-
hol abuse and its associated physical and mental health 
problems has threatened the survival of Native people. 
And the past 20 to 30 years of accelerated cultural adap-
tation into the western world is inextricably woven into 
the behavioral patterns of these destructive life-styles. 
How Natives and non-Natives alike approach this epidemic 
will influence the future of Native health and survival. 
Health Locus of Control Concept (HLC) 
The following discussion of the Locus of Control 
concept provides the background necessary to understand 
the written instrument (HLC Scale) that was employed in 
this study. 
The discussion is divided into two parts. First a 
brief explanation of the notion of locus of control (LOC) 
is presented. This explanation is followed by a descrip-
tion of how the area-specific HLC Scale evolved from the 
generalized LOC concept. 
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Rotter (1966) published a landmark paper on general-
ized expectancies of internal versus external control of 
reinforcement and was the first social learning theorist 
to provide a •. ~ • theoretically-based, systematic study 
of chance and skill differences in acquisition and perfor-
mance ••• • (p. 2). As Rotter notes, 
When a reinforcement is perceived by the subject 
as following some action of his own but not being 
entirely contingent upon his action, in our cul-
ture, it. is typically perceived as the result of 
luck, chance, fate, as under the control of power-
ful others, or as unpredictable because of the 
great complexity of the forces surrounding him. 
When the event is interpreted in this way by an 
individual, we have labeled this a belief in 
external control. If the person perceives that 
the event is contingent upon his own behavior or 
his own relatively permanent characteristics, we 
have termed this a belief in internal control (p. 
1 ) • 
Tyler and Holsinger (1975) provide some understand-
ing as to the differences in perceptions of locus of con-
trol between members of the majority, mainstream culture, 
and those of minority cultures. Their studies investi-
gated the relationship between internal-external locus of 
control and such variables as self-concept and information 
seeking within minority and majority cultural groups. As 
they note, 
The rationale for such a comparison is that pover-
ty class or racial minority subjects do, in fact, 
have less control over environmental reinforce-
ments J hence, they should be more external on a 
measure of perceived locus of control. Findings 
consistent with this expectation have been ob-
tained (p. 150). 
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In testing this hypothesis, Tyler and Holsinger 
(1975) and Echohawk (1977) investigated groups of American 
Indian boarding school students. The investigators 
administered the Nowicki-Strickland Locus of Control 
Scale, a forced-choice 29-item scale including six filler 
items. Despite other differences in their findings, all 
agreed that the mean for expressed externality was higher 
for American Indian youth than for Caucasians of the same 
age group. 
Southeast Alaskan Natives number approximately 
12,000 with the total Alaskan population approximately 
400,000, and they are definitely in the minority. And, 
although different in cultural patterns, language, history 
etc., from other Native American groups, they do have 
parallel underlying traditional values. As a racial 
minority whose members are also often poor, the findings 
of Tyler and Echohawk may have relevancy for this study's 
population. 
Locus of Control and Its Links to the Health Locus 
of Control (HLC) Scale and Wellness 
As noted earlier, wellness is an enhanced dimension 
of health. Ardell (1977) asserts, 
High level wellness means giving care to the 
physical self, using the mind constructively, 
channeling stress ener9ies positively, expressing 
emotions effectively, becoming creatively involved 
with others and staying in touch with the environ-
ment (p. 10). 
According to Ardell, the five dimensions of wellness 
are: self-responsibility, nutritional awareness, stress 
management, physical fitness, and environmental sensi-
tivity. Ardell notes that self-responsibility is the 
pivotal factor upon which the others depend. 
Townes (1984) agrees with this assertion and notes 
that: 
The single greatest cause of unhealth in this 
nation is that most Americans neqlect, and sur-
render to others, responsibility for their own 
health (p. 374). 
He further addresses the question of self-responsibility 
in matters of health when he asks: "If people do not take 
responsibility for their health status, is it because they 
can not or will not?" He comments, 
'Can' refers to the ability or skill to do some-
thing, while 'will' refers to intention and ef-
fort. Intention, will, and effort seem to depend 
largely on where one conceives the locus of con-
trol to be in his or her life. Internal locus of 
control is described as seeing one-self as an 
active determiner of one's fate, rather than as a 
pawn whose behavior is controlled from without 
(p. 379). 
The HLC Scale is an outgrowth of researchers' 
interest in the relationship between an individual's locus 
of control perceptions and his health-related behaviors. 
Wallston, Wallston, Kaplan, and Maides (1976) concernea 
themselves with the concept of locus of control and the 
prediction of health-related behaviors. And the HLC Scale 
was developed for the purpose of assisting health pro-
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viders/educators to understand the motivational orienta-
tion of their clients. 
The HLC Scale as it was originally developed, was an 
. . • area specific measure of expectancies regarding n 
locus of control •••• for the prediction of health-
related behaviors ••• " It was an attempt to devise a sur-
vey that would be a " ••• more sensitive prediction of 
the relationship between internality and health behaviors" 
(Wallston, et al. p. 584). 
In other words, in contrast to Rotter's "generalized 
expectancies" regarding behavior, the HLC Scale attempts 
to predict behavior specific to situations related to an 
individual's health habits and life-style behaviors. As 
Rotter (1966) noted, "· •• if one is seeking some 
practical application where every increment in prediction 
is important, more specific expectancy measures are 
necessary" (p. 59). 
Trimble and Richardson (1982) also comment on the 
generalized expectancy versus focused expectancy when they 
state, 
••• although a measure of a broad generalized 
expectancy allows a low-level prediction in a 
variety of situations, a narrower, more focused 
expectancy would allow greater prediction or a 
situation of the same subclass, but poor predic-
tion for other kinds of situations that are some-
what similar ••• (p. 226). 
Therefore, the HLC Scale, as an area-specific 
measure that is narrow and focused on health-related 
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behaviors, is an important emergent research area because 
of the possible identification of a relationship between 
an internal or external locus of control orientation and 
health-related behaviors. 
However, as Wallston et al. note, 
The relationship between locus of control beliefs 
and health-care-related behaviors appears to be, 
at best, highly complex ••• we wish to acknow-
leoge that the HLC Scale, in its present form, is 
but an initial attempt to operationalize health-
related locus of control beliefs (p. 584}. 
To summarize, Chapter II has adaressed five major 
areas that affect the communication of wellness within the 
intercultural health context. Specifically, this chapter 
has provided theoretical background in the areas of cul-
tural values, the intercultural perspective on communica-
tion, wellness concepts, health and wellness within the 
Native community, and the notion of health locus of con-
trol. 
In order to understand the communication of wellness 
interculturally, there must exist an awareness of the 
extent to which culture molds perceptions and communica-
tion behaviors. Culture-based communication "codes" and 
underlying cultural values are most often out-of-our 
awareness. Consequently, an intercultural perspective is 
necessary to aid the health professionals in viewing the 
world from perspectives other than one's own. 
Within the health context, where western medicine 
has been viewed as holding the answers to disease and ill-
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ness, the intercultural perspective is particularly impor-
tant. In today's Native culture, where adaptation to the 
western world increases, so also does the incidence of the 
so-called diseases of civilization. These leading causes 
of mortality and morbidity among Alaska Natives are 
behaviorally-based, their solutions often defying the most 
sophisticated medical technology. This apparent epidemic 
of diseases associated with unhealthy lifestyles--diseases 
such as diabetes mellitus, heart disease, cirrhosis of the 
liver, and complications of pregnancy either caused or ag-
gravated by alcohol abuse--may be as great a threat to 
Native survival as was the horror of tuberculosis. 
If wellness approaches to health--that is, ap-
proaches that foster good physical self-care, using one's 
mind constructively, and expressing one's emotions effec-
tively--are to be communicated effectively within an 
intercultural setting, it is critical that health profes-
sionals seek out those Native strengths and competencies 
that link traditional health-ways with modern life-
styles. And, in order to develop a wellness framework 
that is culturally appropriate, there must be a growing 
awareness of cultural value differences between Natives 
and non-Natives. 
The next chapter presents this study's methodoloqy. 
The methodology provided the means by which this study's 
major and general questions could be answered. 
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CHAPTER III 
METHODOLOGY 
Statement of Design 
Purpose 
As noted earlier, the purpose of this study is to 
determine to what extent the cultural value differences 
between southeast Alaska Native clients and non-native 
health professionals influence the communication of well-
ness concepts. Specifically, this study will focus on the 
value orientation of "Man's Relationship to Health." Al-
though value differences between Natives and non-Natives 
generally will be discussed, in regard to the communica-
tion of wellness, "Man's Relationshi? to Health" is the 
focus. 
This study's research proposition asserts that 
Native cultural values and beliefs regarding health differ 
significantly from those of non-Natives, and these differ-
ences create major obstacles to the communication of 
health and wellness education. Specifically, the proposi-
tion asserts that the Native person's sense of control 
over health, if different from that of the non-Native 
health professional, will affect the communication of 
wellness. 
This study explores the differences in culture-based 
values and communication patterns that influence the com-
munication of wellness. The methodologies and analyses 
employed are not rigorous to the point of allowing 
generalization of findings to a larger population. How-
ever, it is the purpose of this study to generate data 
that are suggestive, ~f not definitive. This study should 
be considered a "pilot study" which generates hypotheses 
for a later, more carefully-controlled study. 
Overview 
Utilizing the descriptive method of data collection, 
included were both oral interviews and a written instru-
ment. The open-ended interview questions were generated 
by the author, based upon experience as a health profes-
sional and a review of both communication and wellness 
literature. Five Native Pretest subjects, selected be-
cause of their involvement within the Native health com-
munity, were administered the interview questions. They 
provided suggestions for the improve~ent of the schedule 
of questions. See Appendix B for the resultant Schedule 
of Questions utilized in the study. 
These same pretest subjects were administered the 
Health Locus of Control Scale questions. Their sugges-
tions were integrated into the original HLC Scale. See 
Appendix D for questions utilized in this study. 
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Finally, the Interview Schedule of Questions was 
administered to twenty southeast Alaskan Natives, selected 
because they represented a cross-section of age, sex, and 
health-based employment. Ten of these twenty interviewees 
were health providers and they were also administered the 
Health Locus of Control Scale questions. 
In addition, ten non-Native health providers were 
administered the Health Locus of Control Scale Questions. 
The instruments were administered in a controlled 
environment in order to ensure anonymity and maximize 
comfort level. 
Interview data was analyzed employing a thematic 
analysis. HLC Scale data was analzyed by t-testing. In 
addition, HLC Scale data was cross-validated with 
interview responses and health-fair data. 
General Methods 
This study utilizes the descriptive method for col-
lection of data. As Tucker, Weaver, and Berryman-Fink, 
(1981) note, 
The overall purpose of the descriptive method is 
to describe events, beliefs, attitudes, values, 
intentions, preferences or behaviors. Unlike 
other data collection techniques such as library 
research, the descriptive method ••• involves 
the collection of information directly from the 
individuals who possess the information (p. 90). 
In order to elicit information that clarified and 
illustrated current and traditional health beliefs and 
underlying value orientations, both oral interview and 
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survey techniques were used. As Tucker et al. note, "Some 
descriptive research studies combine elements of two • • • 
of these categories• (p. 91). And as Tyler, Hall, Taylor 
(1981) note, "Responses on questionnaires should usually be 
cross-validated with responses given in private interviews" 
(p. 246). 
The oral interview is useful because it allows for 
complete and detailed information, a hiqh response rate, 
use of the verbal rather than written facility of resoon-
dents, and self-disclosure of a highly personal nature. 
The written questionnaire is similar to the inter-
view in that it too gathers information directly from those 
who possess it. The difference lies in the fact that the 
interview method relies on personal oral contact with the 
respondent and the written questionnaire does not. Because 
they frequently represent an inconvenience to respondents, 
written questionnaires should be utilized only when infor-
mation cannot be obtained through other means (Tucker, et 
al. p. 92). 
For this current study the interview technique was 
selected because of the historically-documented prof ici-
ency of Native males as rhetoricians. As Kan (1983)notes, 
• • • the native view of oratory was based on the 
fundamental Tlingit notion that the spoken word 
was a source of great power, capable of hurting or 
healing a person, of 'knocking him down' and 
'lifting his spirit way up' (p. 50). 
In the interview segment many of the male inter-
viewees did, indeed, use metaphors, stories, and descrip-
tive examples of their experiences and feelings. 
Secondly, the interview technique allowed for the 
detailed information regarding the interviewees' personal 
experience with tuberculosis and alcoholism. This kind of 
personal ancedotal data is only elicited in situations 
where a high level of comfort exists, which for Native 
subjects woulo not be as likely with a written instrument. 
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Finally, a high response rate did result primarily 
because of personal introductions made by significant 
members of the Native community. Once the intent of the 
study, that of improving communication between Native 
clients and non-Native health professionals, was clarified 
Native respondents committed themselves to working with me 
on this project. 
In order to gain more information regarding Native 
orientation of •man's relationship to his health," a 
written instrument called the "Health Locus of Control 
Scale" was administered to ten Native Health providers as 
well as to ten non-Native health providers. 
Due to restrictions of cost and time, a small number 
of respondents was used, all of whom were either already 
committed to the study or were non-Native health profes-
sionals involved in or committed to health care for Native 
clients. 
Instruments Used 
Interview Schedule of Questions 
A series of fifteen open-ended questions was 
designed by the author to elicit answers to the questions 
of how cultural value differences (specifically, man's 
relationship to health) influence the communication of 
wellness interculturally. Open-ended questions were 
developed in order to generate ideas and information that 
minimized the researcher's bias. 
Five Native pretest interview subjects were 
administered these open-ended questions. The subjects 
were selected because of their leadership, knowledge, and 
credibility within the Native health and education 
community. Already committed to health issues for Native 
people, these subjects were willing to give feedback 
regarding the questions. 
They suggested that with fifteen questions the 
researcher would be asking a lot of questions, 
consequently talking a lot. They stated that too often 
the non-Native talks more than the Native, who then 
becomes more and more the passive listener. The pretest 
interview subjects assisted the researcher in choosing 
seven questions that seemed to elicit the maximum 
information (see Appendix A for the original questions and 
Appendix B for those chosen for the study). 
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The responses to the interview questions were trans-
cribed by the writer. After each interview session notes 
were immediately typed, intentionally excluding material 
extraneous to the subject. Interview subjects rejected 
the suggestions of tape recorder use. 
Health Locus of Control Scale Questions 
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The purpose of this written questionnaire was to 
gather data that would help to understand the southeast 
Alaska Native person's relationship to his health: and 
further, to compare and contrast Native and non-Native 
responses to this HLC Scale in order to ascertain cultural 
value differences between the two groups (see Chapter II, 
HLC Concept). 
It is important to remember that although the ori-
ginal HLC Scale questionnaire was developed as a measure 
of expectancies regarding health-seeking behaviors, this 
study is primarily concerned with the issue of control as 
it relates to the value orientation of "Man's Relationship 
to his Health." 
The original Health Locus of Control Seal~ consisted 
of eleven items. After the HLC Scale was administered to 
the pretest subjects, suggestions were given by them to 
facilitate administration of the scale to Native sub-
jects (see Appendix B for original HLC Scale). 
These suggestions included: 1) Modify the questions 
to ask the questions more directly7 2) Eliminate the ori-
ginal scale's question IS because of confusing wording7 3) 
Use "yes" and "no" answers rather than the Lickert Scale's 
multiple choice continuum; 4) Add a preface to the HLC 
Scale that underscored the goal of finding tendencies 
rather than absolute answers. 
All of the above suggestions were incorporated and 
the HLC Scale questions employed in this study resulted 
(see Appendix C). 
Validation 
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Because the validity studies by Wallston, et al. 
during the development of their original HLC Scale are not 
applicable to this study's modified version, validity is a 
concern. This study's modified and untested version of 
the HLC Scale is, however, cross-validated by both inter-
view questions and the SEARHC health-fair data. 
In addition, interview responses were verified by 
interviews with five different Native elders. Considered 
the "culture-bearers" of their people, these elders were 
selected because of their first-hand knowledge of tradi-
tional life-styles and Native transition into the western 
world. 
As Triandis (1972) notes regarding validation of 
underlying themes and values in a culture, "If the same 
theme appears in different instructions, or in response to 
different stimuli, it often is more important than if it 
does not (p. 82). The researcher looked for recurrent 
themes in elders' information that paralleled that of the 
study's interviewees. 
Study Population 
The population group from which the study subjects 
were selected is that of southeast Alaska Natives. The 
term "Native," as it will be used in this study, will 
refer to those people who are descended from the original 
people of southeast Alaska, those whose families inhabited 
the land for thousands of years prior to the influx of 
non-Natives into their lands. All Native respondents of 
this study are at least one-half Native. 
Southeast Alaska Native groups consist of the Tlin-
git, Haida, and Tshimpsian Indians. Within the Native 
community and in literature dealing with southeast 
Natives, the term Native refers to "Tlingit-Haida" 
people. Tshimpsians are fewer in number and had lived 
south of southeastern Alaska in Canadian territory; they 
moved to Alaska's Annette Island in 1884 (U.S. Forest 
Service, 1984, p. 1-12). 
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For purposes of practicality, the terms "Native" and 
"Tlingit" will be used interchangeably. Although there 
are major language and cultural differences between all 
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Native groups in Alaska, the differences between Tlingit 
and Haida and/or Aleut are not points of focus for this 
study. When cultural differences are discovered, they will 
be noted. 
The term "non-Native," as it will be used in this 
study, refers to those people who have migrated to Alaska. 
The terms "white" and "non-Native" will refer to the 
majority or mainstream American culture. 
Interview Subject Selection 
A total of thirty subjects were included in this 
study. The interview subjects consisted of seventeen 
Tlingits, one Haida, and two Aleut Indians. The two Aleut 
subiects had migrated to southeast Alaska and married 
Tlingits. These two people worked with the Tlingit 
population as health providers and were knowledgeable 
regarding Tlingit life-styles. The study's subjects were 
divided into three groups: 
1. Interview Subjects--These twenty interview sub-
jects were selected because they met the follow-
ing criteria: a) they represented the first 
generation of Tlingits to use English as their 
first language and to adapt to the western life-
style. Their grandparents and parents lived the 
aboriginal Native life-style1 b) although as 
children the subjects spent much time away from 
village life (because of tuberculosis treatment 
and boarding school attendance), they have 
experienced both the white and Native worlds; 
c) aged 40 to 65 years, residing in both 
villages and towns (village Natives live a more 
traditional life-style than town-based Natives), 
and representing male and females equally, these 
subjects lived and worked within the white-
dominated society. From this age group has come 
the leaders of the current Native community; d) 
the subjects were employees of one of the fol-
lowing organizations: Mt. Edgecumbe Public 
Health Service Hospital, the Southeast Alaska 
Regional Health Corporation, the Sitka Council 
of Alcoholism and Other Drug Abuse, or the Sitka 
Native Education Program. 
2. Health Locus of Control Scale Subiects--The 
Native health providers who participated in this 
part of the study were also subjects for the 
oral interview. These health providers were 
selected because their work reflected a high 
degree of contact with the Native population. 
The group included three Community Health Aids 
(who lived in small Native villages), three 
alcoholism counselors, one emergency medical 
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technician, one hospital mediator, one coun-
selor, and one health instructor. 
3. The non-Native health providers selected for 
this written survey met the following criteria: 
a) 30 to 50 years of age; b) employees of either 
Mt. Edgecumbe Public Health Service Hospital or 
the Southeast Regional Health Corporation; c) 
Caucasian; and d) directly involved in providing 
health care for Native clients. They included 
four medical doctors, three registered nurses, 
one dentist, one health educator, one emergency 
medical instructor, and one counselor. 
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Native subjects were recommended and often intro-
duced to the researcher by Native pretest subjects or 
other interviewees; and/or they were previously known to 
the researcher because of mutual participation in Native 
health activities. Cooperation was often assured when the 
proper introductions were made. 
Non-Native subjects were known to the researcher be-
cause of previous professional contact. Cooperation was 
probably based upon their commitment to Native health. 
The researcher recognized that potential biasing of 
responses might occur when subjects had had a previous 
relationship with the researcher. However, within the 
Native community suspicion of non-Natives is decreased 
when non-Natives have relationships already well-
establ ished. 
Procedures 
This researcher conducted all aspects of the 
research. The subjects were told that not only was the 
research to be used for a Master's degree thesis but that 
it would be used in other ways (such as intercultural 
awareness programs) that would promote improved communica-
tion between Natives and non-Natives. 
As the National Arctic Health Science Policy notes: 
Many people living in the Arctic, particularly 
Native people, feel that they are 'over studied.' 
They feel that they help scientists too often to 
achieve the researcher's goals without ever being 
the recipients of the information or the benef i-
ciaries of the project. They resent being regard-
ed only as subjects of experiments, and they feel 
that their health, reputation, and privacy are not 
being adequately protected (American Public Health 
Association, p. 19). 
Anonymity was assured and subjects were advised that 
the research results would be made available to them and 
their health agencies/organizations. 
All interviews were conducted in one of three places 
chosen by the interviewees: the interviewees' home, of-
fice, or a restaurant. All interviews were at least one 
hour long, most lasting from two to four hours. 
The written survey was administered to the Native 
health providers immediately after the schedule of inter-
view questions had been completed. The non-Native health 
57 
health providers answered the survey during their work 
hours at the Mt. Edgecumbe Public Health Service Hospital. 
Methods of Data Analysis 
Interview Data Analysis 
~8 
A "thematic analysis," which involved an informal 
review of the respo~ses and their division into useful 
categories, was undertaken. The categories which were 
generated by the responses fell into two major areas: 
First, data relevant to the process of communication, in-
cluding what Hoopes has called the "cultural code" --not 
simply non-verbal communication cues but behaviors as sub-
tle as silence, the meaning of space, or failure to smile; 
secondly, data that is related to value orientations of 
Natives, with a specific focus on responses that helped 
uncover clues regarding "Man's Relationship to Health." 
General value orientations such as "Group versus Indi-
vidual" and "Age versus Youth" were also sought. 
The communication process category most often in-
cluded responses generated by interview questions #3, 4, 
S, and 7. Value orientation-related responses were 
generated by #1, 2, and 6 (see Appendix B). Because of the 
large number of responses and their complexity, some 
responses were arbitrarily assigned a category. As Hall 
(1977) noted, " ••• the various facets of culture are 
interrelated ••• " (p. 16). 
However, these two categories were useful because 
they provided a framework that allowed for the 
identification of these often subtle values and 
communication processes. 
HLC Data Analysis (t-test) 
A t-test was performed on HLC-generated data (see 
Chapter IV). 
Summary 
Utilizing the descriptive method for collection of 
data, both oral interviews and a written instrument were 
included. The study included 30 Native and 10 non-Native 
subjects for oral interviews and a written survey. A 
thematic analysis was undertaken to evaluate data obtained 
by the Interview Questions and t-testing was performed on 
the HLC Scale findings. 
The next chapter presents the results of the 
interview and HLC Scale questions. 
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CHAPTER IV 
RESULTS AND DISCUSSION 
The following is a summary of the findings generated 
by specific interview and survey questions asked of 
selected Native and/or non-Native subjects (see Method-
ology, Chapter III, for subject selection criterion). 
This discussion is divided into five sections, based on 
the results of the interview and HLC Scale questions. 
The five data categories include: 1) Transitional life-
styles1 2) Native health and wellness indices1 3) What 
non-Native health professionals should know about Natives 
and their culture1 4) Health counseling1 and 5) Data 
related to the value orientation of "Man's Relationship to 
Health." 
Transitional Life-styles 
The following is a report of the interviewees' 
responses to the first interview question: 
•what are some of the differences between tradi-
tional Native life-styles and today's modern times that 
you think have affected Native health?" (see Appendix B). 
The following responses are listed in order of fre-
quency: 
Twenty out of twenty respondents stated that health 
was affected by the move from a subsistence life-style to 
a life based on a cash economy. Each respondent noted 
that the subsistence life-style affected all areas of 
life, including physical activity, nutrition, relation-
ships with others, and relationship with the natural 
world. The shift towards store-bought foods, television, 
and a sedentary way of life, combined to create illness 
and disease (see Chapter II for more information on sub-
sistence). 
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Twenty reported that the ~ove from Native foods to 
"white man's food" was the most important factor affecting 
Native health today. The respondents all reported that 
obesity and dental disease within their youth was disturb-
ing to them. Each respondent talked of the nutritional 
value of salmon, seaweed, deer meat and other "natural" 
Native foods as they compared to white sugar, flour, and 
prepackaged foods. 
Eighteen reported that traditionally Natives were 
physically active with subsistence maintenance activi-
ties. The sedentary life-style based on office jobs and 
television-viewing was described as a negative affect on 
health. 
Twelve reported that Natives had learned to adjust 
to the treatment of infectious disease. They had learned 
to use the medical system. However, they expressed frus-
tration with the life-style-related health problems such 
as alcoholism and its side affects that don't seem to be 
amenable to such treatment. They reported that the 
apparent dependency on the medical doctors and medication 
stems from having learned to treat infectious disease. 
Eleven reported that a major change in Native life 
came when the influx of whites seemed to be never-ending. 
They became a minorit·y in their own land. This change 
affected health, according to them, because self-esteem 
and pride in being Native declined as contact with whites 
increased. 
Eleven reported that the move away from Native 
education that occurred within the traditional extended 
family towards the western-based boarding school education 
created a major shift in thinking that eventually affected 
mental health. Instead of learning how to fish, hunt, and 
preserve subsistence foods, the young people learned to 
speak English, to cook western food, clean, and to 
function in the workplace. Although these were valuable 
skills in the white world, the young were left ignorant of 
how to survive in the natural world. 
Six reported that, in general, the adaptation into 
western culture was too rapid. They believed that the 
transition was traumatic because they lost too much of 
their culture too fast. This rapid transition left them 
ill-prepared to make positive health choices. 
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The following responses numbered four or less but 
are relevant to the question and are therefore included. 
Four reported that at one time self~esteem was high 
among the Native· clans. Today's low self-esteem, particu-
larly among the youth, was reported to be directly contri-
buting to destructive life-styles. 
Three reported that responsibility for health was 
traditionally shared by community members. However, with 
the advent of infectious disease control, often the 
doctors and hospital took on such importance that the 
individual and community became less and less the focus. 
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To summarize, the most frequently reported cultural 
changes that have affected Native health included: 1) 
move from subsistence to cash economy-based lifestyle; 2) 
the move from Native foods to "white man's foods;" 3) the 
move from a physically active life-style to sendentary be-
haviors; 4) the need to change from me1ically-based treat-
ment of infectious disease to treatment of behaviorally-
based and life-style-related disease and illness; 5) be-
coming the minority in their own land; 6) the move away 
from "Native" education towards the boarding school edu-
cation. 
One ~espondent summed up her answer to this question 
by saying that it was difficult for her not to idealize 
the traditional life-style. Although she recognized that 
life then was often difficult and the weather harsh, she 
remembered fishing with her grandfather, picking berries 
with her grandmother, and listening to her uncle's stories 
to be the happiest times in her life. Her current con-
cerns such as mental stress, obesity, diabetes, and poli-
tical battles reflect a very different life-style. 
The next section presents the characteristics of 
healthy Natives as reported by interviewees. 
Native Health and Wellness Indices 
Native health behaviors that reflect strengths and 
competencies are termed "health and wellness indices." 
The second interview question elicited answers re-
lated to these health and wellness indices. The question 
asked: "What do you think are some characteristics of a 
healthy Native person in today's society?" 
The following responses are listed in order of fre-
quency: 
Seventeen out of twenty respondents stated that a 
healthy Native takes time to participate in subsistence 
activities. These activities included fishing, hunting 
(as well as cutting, drying, and smoking meat and salmon), 
and berry-picking and preserving. The activities also 
included healthful components such as physical activity, 
being part of the land and .sea, eating healthful foods, 
and sharing with others. As noted in background 
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information, subsistence is a broad concept that has al-
ways been central to Native survival and wealth. 
Fifteen noted that healthy Natives have strong 
family and clan relationships. They "know" their position 
in the clan structure. In spite of rapid acculturation, 
the moities of Eagle and Raven, as well as clan houses, 
continue to be represented in music and dance and recog-
nized in daily interactions. Strong nuclear and extended 
family relationships within the Native community help 
create the individual's sense of belonging and establish 
one's place in the whole system. 
Fifteen noted that leading a non-addicted life-style 
was necessary for healthful living. Most noted that the 
addiction pattern referred to was alcohol abuse. They 
noted that other drugs were abused more by young than the 
middle aged or elders. Compulsive eating and cigarette 
smoking were infrequently mentioned as part of an addicted 
life-style. 
Twelve noted that healthy Natives eat more Native 
foods than "white man's food." Nutrition was considered 
important to adults as well as children. But most people 
mentioned children's dental disease, and other health 
problems related to a high sugar intake. Frustra-
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tion was expressed over the fact that many Native children 
today have not grown up on Native foods and therefore do 
not have a taste for such things as "stink eggs" 
(fermented salmon eggs considered a delicacy as well as 
a body cleanser) or other Native foods. Some grandparents 
kept dried seaweed around in order to create an example 
for the children. Many middle-age persons are now, for 
the first time, learning from other Natives about the 
subsistence practices of preparing and preserving Native 
foods. 
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Twelve noted that an active spiritual and church 
life is essential to good health. When talking about liv-
ing a non-addictive life-style, the Church (Russian Ortho-
doxy, Protestantism, and many of the fundamentalist 
churches such as Church of the Nazarene) was always 
mentioned as the cornerstone of sobriety. Several persons 
noted that they couldn't think of any recovering alcoholic 
that wasn't a Christian. 
"Pride in being Native" was mentioned by ten respon-
dents. This pride was a natural part of the aboriginal 
Native's life. The English translation for Tlingit is 
"The Real People.• Two alcoholism counselors noted that 
"false pride" gets in the way of the recovery process. 
But pride in being Native is associated with higher 
self-esteem and necessary for recovery. 
Seven noted that a good education was necessary for 
a Native to survive in the white world. One college-
educated interviewee noted that his father said education 
was likened to climbing a ladder: "The higher you climb 
the more looking back and evaluating what's behind you can 
do.• As noted earlier in the Preamble to the Alaska 
Native Brotherhood (p. 37), education historically played 
a major role in the conscious acculturation process, and 
was considered by Natives to be a major force in improving 
their lot in the white world. 
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Seven reported that biculturality was necessary in 
order to function in the white world. The major factor 
discussed was the ability to maintain one's "Nativeness" 
while learning to understand how whites think, how they 
relate, and what they mean when they communicate. One 
interviewee noted that when he is with whites he makes 
jokes. He has learned to understand the kind of humor 
whites usually enjoy and he uses it himself. When he is 
laughing with whites he feels a part of their group. How-
ever, several respondents noted that this biculturality is 
considered a fine line to maintain. They described the 
"Apple Indian• concept that applies when a Native fails to 
walk this line. "Red on the outside but white in the in-
side" describes the Apple Indian and is one of the 
greatest insults an Indian can receive. 
Eight noted that a strong self-concept is necessary 
for good health. Although the group and its sanctions and 
encouragement were considered important, "self" was men-
tioned throughout the interviews. A strong self-concept 
was linked to self-esteem. The self is a concept not for-
eign to Tlingits. Self-discipline, self-denial, and 
self-purification were parts of becoming a Tlingit. 
Less-often mentioned characteristics included 
participation within Native organizations, developing a 
variety of interests, and learning about Native culture 
from grandparents and other Natives. 
In summary, Native health and wellness indices as 
reported by Natives reflected some basic cultural values. 
Time for subsistence activities, strong family and clan 
relationships, as well as learning to live a non-addicted 
life-style were the most-often reported characteristics of 
a healthy modern Native. These behaviors reflected a 
strong group orientation as well as a harmonious relation-
ship to nature. 
Other responses were: Attention to good nutrition 
as reflected in Native foods, a healthy spiritual life as 
reflected in church and Brotherhood and Sisterhood activi-
ties, pride in being Native, and a strong self-concept. 
These characteristics also reflected a group orientation. 
A good education was seen as a mechanism to enhance these 
qualities. Biculturality also was viewed as a vehicle to 
move Indians into white society without their losing their 
•Indianness.• 
It became clear that the respondents' concept of 
•health• was broadly defined -- and included social, 
psychological, as well as physical factors. 
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The following section presents data related to what 
non-Native health professionals should know about Natives 
and their culture to improve health/welln•ss education 
counseling. 
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What non-Native Health Professionals Should 
Know about Natives and Their Culture 
The following discussion provides an in-depth look at 
Native culture and communication behaviors that Native 
respondents reported were different from those of 
non-Natives. In addition, they provided culture-based 
information which they perceived as critical to the 
understanding of their people as a culturally-different 
group. Together these findings provide an understanding 
of the face-to-face interaction that occurs between Native 
clients and non-Native health professionals. 
The following section is divided into two parts. 
The first part will present the communication-based 
responses. The second will focus on the culture-based 
responses. The responses are a compilation of answers to 
numbers three, four, and five of the interview questions: 
1. "What do you think non-Native health profes-
sionals should know about Natives and their cul-
ture to be better health counselors?" 
2. "What do you like most about non-Native health 
professionals?" 
3. "What do you dislike most about non-Native 
health professionals?" 
Communication-Based Responses 
Eleven out of twenty respondents described condes-
cending attitudes, or "talking down" to Natives, as the 
thing they like least about non-Native health profession-
als. When asked for examples of that kind of behavior, 
several respondents reported that repetitions of the same 
directions and/or talking louder and louder were indica-
tions that the non-Native "didn't think I had a brain in 
my head," or "didn't think I spoke English." 
Ten stated they disliked the "I know best" approach 
to health counseling. Several respondents reported that 
they preferred options and alternatives rather than 
absolute answers. 
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Ten reported that Natives learn best through observ-
ing and that diagrams as well as words were important for 
complex explanations. 
Seven reported that Natives are generally less 
verbal than non-Natives. They suggested that non-Natives 
might allow for more pauses in the conversation, allowing 
more chances for Natives to speak. 
Seven respondents reported prejudice, subtle but 
sure, as a problem. When asked for an example, one 30 
year-old hospital housekeeper/alcohol counselor reported a 
friendliness by non-Natives in the doctor's office or in 
the hospital. But noticed that when he met the same per-
son in a public or social situation he would feel ig-
nored. He desired to be treated the same anywhere. 
Seven noted that non-verbal communication cues are 
often different between Native and non-Native. The vil-
lage Health Aids warned that Natives may not use direct 
eye contact and that this should not be interpreted as 
distraction or not listening. Several respondents noted 
that they had learned to look white people in the eye but 
that it was not comfortable. 
In addition, these respondents noted that Native 
facial expression may not seem expressive to a non-Na-
t ive. This seeming lack of facial expression is not 
necessarily due to any lack of understandin~. Rather, it 
is "our way." 
They noted also that touching is more acceptable to 
young people than elders. Elders need and expect their 
personal space and casual touching is not generally 
desired. 
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Six noted they appreciated these health profession-
als who take an interest in village activities--things 
important to Natives. An example given was that of of at-
tendance at local basketball games. An interest in 
basketball games denotes an interest in the people and 
their values. Basketball is central to much of village 
social life. Attendance shows that the non-Native knows 
that there was something of importance going on in the 
community even before the health professional arrived. 
Six respondents noted that the use of big words 
rather than basic English creates a communication gap 
rather than understanding. Two respondents stated that 
they resented the use of big words because it further dis-
tanced them from the health professionals. Other respon-
dents merely noted that the use of complicated medical 
terms was confusing. 
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Five reported that a show of respect for Natives 
was important to communication. Respect could be shown, 
they added, by taking an interest in community activities, 
asking about extended family members and by not acting too 
casual. 
Five reported that diplomacy was important. Diplo-
macy is essential because of the closeness of the Native 
community. The respondents noted that if you insult one 
Native, you've insulted others close to him/her. Diplo-
macy was described as "sensitivity to Natives" and "caring 
about Native things." It was also reported that "small 
talk" and "chatting" were ways to practice diplomacy. 
Five reported they appreciated a show of respect for 
elders, the culture-bearers. This could be shown by at-
tending lunch at the village Senior Center and respecting 
elders' needs for space. 
In addition, the following responses were made by 
three or less interviewees. Although few in number, these 
communication-based factors are important to the process 
of communication and are therefore listed: 
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Three reported that length of stay for itinerant 
health professionals in the village is important. A 
week-long stay versu~ a few days indicates a commitment 
and involvement not shown otherwise. These same respon-
dents indicated that health professionals who continued to 
work with them over years were appreciated. 
Two reported that listening was important. They 
indicated that when non-Natives were very verbal, they 
could not be listening. 
Three noted that very often a Native will say what 
he/she thinks the non-Native wants to hear. They stated 
that Natives have felt negatively judged for a long time 
and avoid these evaluations when they can. One respondent 
reported that Natives are often not considered "good his-
torians" when answering the doctor's questions. The 
respondent noted that this might be due to expectations 
regarding such things as duration of the problem. If the 
Native client believed having the problem for a long 
period of time reflected poorly on him, he might shorten 
the duration. 
Two noted they disliked having traditional ways 
ignored or scorned. One elder noted that most Natives do 
not mention any of the traditional cures to non-Natives 
because of the expectations of ridicule. 
Two reported that elders are bilingual and it takes 
them longer to respond because of mental translating. 
Two mentioned they disliked being treated like a 
child and especially disliked observing elders being 
treated in that way •. Example was that of patting an elder 
on the head, which is interpreted as a condescending act. 
Two stated they appreciated someone who was enthu-
siastic about health teaching and sharing information. 
This interest indicated that they believed that the Native 
client was capable of learning. This was a sign of 
respect and the opposite of a condescending attitude. 
Two respondents noted that the indirect style of 
communication was normal for Natives. Because it is un-
comfortable to "jump right into the subject," chatting and 
small talk were suggested to set the stage for further 
discussion about personal matters. 
Two reported that they disliked having their opin-
ions about their own health problems ignored. 
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One woman reported that she disliked not being given 
details about her upcoming surgery. She felt she needed 
more information but didn't know what questions to ask. 
She indicated also that when with the doctor she felt 
nervous and forgot her questions. 
Two reported that they liked feeling good about 
themselves when leaving a counseling session. "Feeling 
good about themselves• (feeling •ok") was not defined 
except to say they felt hopeful regarding the problem and 
would probably return for further appointments. 
Culture-based Responses 
This second section presents culture-based responses 
to the above. stated interview questions. Of the twenty 
respondents: 
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Eighteen reported that the subsistence life-style is 
something non-Natives should understand. Important 
aspects to this subsistence life-style included the Native 
foods that nourished their bodies, the physical fitness 
necessary for such an active life-style, and the feeling 
of being a part of nature that nourished their spirit. 
Twelve noted that non-Natives should understand 
Native history and their groups' adaptation into white 
culture. 
Six noted that more research was necessary to link 
old ways to modern life-styles. Many people described the 
recent "Nutritional Analysis of Native Foods," developed 
by nutritionist Helen Hooper of the Mt. Edgecumbe Public 
Health Hosptial, as an example of this kind of research. 
Five thought that non-Natives should understand that 
survival continues to be a major issue for many Natives 
that the survival factors such as obtaining a job and 
other economic resources in a white-dominated society 
might take priority over some of the suggestions made by 
health professionals regarding a healthy life-style. 
Summary 
The responses were divided into two basic cate-
gories, that of communication and culture-based re-
sponses. Culture-based responses focused on the impor-
tance of understanding both the subsistence life-style of 
the past and today's Native adaptation to white culture. 
Communication-based responses included twenty-one 
concerns or suggestions that related to dyadic inter-
actions between Native clients and their non-Native health 
professionals. It became clear that Natives perceived 
communication factors to be-- of great concern, and that 
differences in communication behaviors of the two qroups 
could easily be negatively evaluated. 
The following is an abbreviated list of the major 
concerns reported: 
Communication-based Concerns 
1. Condescending attitudes and behaviors. 
2. Authoritative attitudes. 
3. Native learning strengths of listening and ob-
serving rather than verbalizing. 
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4. Allowing for pauses in conversation to allow for 
less verbal clients to speak. 
s. Being aware of prejudical behaviors in and 
outside of work settings. 
6. Differences in non-verbal communication cues and 
correctly interpreting these. 
7. Understanding that activities of the health 
professional are only one part of a Native 
person's life. 
8. Avoidance of big words when basic English could 
suffice. 
9. Showing respect for Natives and the Native com-
munity. 
Culture-based Concerns 
1. That non-Natives understand subsistence and the 
multivariate role it plays in many Natives' 
lives. 
2. An understanding of the history of Native 
people. 
3. An understanding of ways in which traditional 
life ways can be linked to contemporry life-
styles. 
4. An understanding that basic survival in the 
white-dominated society continues to be a major 
issue for many Natives and their families. 
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Wellness/Health Counseling 
The following section presents responses by subjects 
regarding actual health/wellness counseling sessions 
experienced by Natives. This seventh item of the Inter-
view Schedule of Questions stated: 
"Please give an example of a health counseling 
situation you have been in and explain how it was or was 
not helpful .• " 
The following responses are listed in order of fre-
quency: 
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Six respondents noted that alcoholism counseling had 
been helpful but only over a long period of time. The 
respondents noted that counseling required that the coun-
selor a be non-judgemental person with a high tolerance 
for inconsistency. 
Four respondents reported that their doctor had 
counseled them about hiqh blood pressure. Respondents 
reported that decreasing salt in the diet was the most 
difficult aspect of counseling suggestions. One respon-
dent reported that he became frightened when the doctor 
indicated alarm about his high blood pressure. He stated 
that he immediately started to rethink his exercise pat-
terns and diet. And he also started to decrease the salt 
in the brine he used for smoking fish. 
Three reported that counseling regarding stress-
reduction was helpful. Information regarding signs and 
symptoms of stress, including headaches, over-eating, and 
stomach pain was reported as helpful. 
Three reported that weight-loss counseling had been 
unsuccessful. Respondents reported that the problem was 
chronic and pattern$ seemed impossible to change, regard-
less of counselor's suggestions. 
79 
One respondent reported that she had been counseled 
by her doctor regarding cystic breast disease. She stated 
that she had looked up information regarding dietary 
treatment of the condition, reported her findings to her 
doctor, and was pleased that her doctor agreed to follow-
up on the information. This cooperation between client 
and doctor resulted in a dietary regime which resolved the 
problem. The client felt she played a major role in her 
recovery. 
One client reported that he and his doctor had been 
unsuccessful in helping him to quit cigarette smoking. 
The respondent felt he was responsible but that he was not 
ready to quit. 
To summarize, health counseling was described by 
respondents and included health problems such as hypter-
tension, alcoholism, and obesity. 
Data Related to "Relationship to Health" Value 
The following discussion addresses the value 
orientation of "Man's Relationship to Health." The 
underlying issue for the value is the question of who or 
what is in control of a person's health. This data 
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addresses whether or not Natives feel in control of their 
health. As noted earlier, whether or not clients perceive 
that their health is contingent on their health behaviors 
plays a major role in health and wellness counseling. The 
following discussion presents the combined results of the 
Health Locus of Control Scale and interviewee questions. 
The discussion consists of two parts. 
First, the interview responses to the question of 
"Who or what is in control of a Native person's health?" 
will be reported. Second, results and discussion of the 
HLC Scale will be presented. A summary will clarify the 
impact of the data. 
Interview responses to the question of who or what is in 
control of health. 
The following is a report of interview responses to 
the sixth question included in the Interview Schedule of 
Questions: 
"Who or what do you think is in control of a 
person's health? God, fate, luck, the person 
themselves, parents, others, etc.?" 
Seventeen out of the twenty respondents answered 
that persons themselves are ultimately responsible for 
their own health. However, six of those respondents also 
reported that health resources including the family and 
community, played major roles in health status during 
childhood. 
Seven responded that during epidemics, doctors and 
the medical personnel were responsible for Natives' 
health. Four respondents reported a belief that major 
life and death matters were controlled by God. 
Interestingly, three respondents noted that mothers 
and people in leadership positions often are trained to 
put others first and to think about themselves and their 
own health secondarily. One leader, and head of a tradi-
tional house, reported that the demands placed on him by 
his people took priority over any personal activities such 
as jogging or going fishing. Group responsibilities 
played a powerful role in determining his daily activi-
ties. 
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One respondent discussed shamanism as she had been 
informed by her mother and grandmother. She reported that 
•some people in the past and still today believe they may 
have been witched--particularly if the doctor can't diag-
nose the problem.• When asked if this belief was mainly 
by the elders she said "no:" that younger people say it 
also, but more casually. It is, nevertheless, one 
possible answer to the unknown. 
Three respondents reported that governmental 
agencies have played such a major role in Native health 
care that often Natives are dependent upon doctors and 
medication, using the system to an excess. One respondent 
reported that when Natives have no input to an agency or 
program, they will be more apt to misuse it. 
Also addressing the overuse of the medical system, 
two respondents suggested that health education be made 
the focus of health care. They noted that because of the 
rapid adaptation to the modern world of fast food, 
sedentary jobs, and stressful town-based lives, Natives 
need to learn how to make constructive, rather than 
destructive, health choices. 
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In addition, several respondents noted that environ-
mental problems of today are too big to be controlled by 
the individual. However, the respondent added that basic 
health through fitness, adequate diet, and stress-control 
are areas for the individual to manage. 
HLC Scale Responses 
The following section is divided into two parts. 
The first will report the results of the HLC scale 
questions. The second part will consist of an analysis of 
the results. 
The results of the HLC Scale questions assist in 
answering the question of: Who or what is in control of a 
Native's Health? The data also suggests some perceptual 
differences between Native and non-Native health providers 
concerning the issue of control as it relates to health. 
The internality-based items (see Appendix B for #1, 
2, 7, 9, and 10) are framed in a way to ascertain whether 
the respondent perceives that health status is contingent 
upon his behavior and/or his relatively permanent 
characteristics. When the respondent responded positively 
to such an item it was considered a belief in internal 
control. 
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In contrast to internal control, external control is 
the individual's perception that a result (i.e. health) 
follows some action of his own but is not entirely con-
tingent upon his action. And, as Rotter (1966) notes, 
given this lack of direct responsibility for the result, 
"· •• it is typically perceived as the result of luck, 
chance, fate, as under the control of powerful others, or 
as unpredictable because of the great complexity of the 
forces surrounding him" (p. 1). Items 13, 4, 5, 6, and #8 
are framed in such a way as to ascertain whether the 
respondent perceives his health to be mostly under the 
control of external forces rather than his own. When the 
respondents answered positively to said items it was con-
sidered a belief in external control. 
The internality-based items are concerned with 
definite personal behaviors for which the individual is 
responsible. Examples include: 1) taking care of your-
self1 2) getting the proper exercise, rest, or right food; 
and 3) getting sick because of something you have or have 
not done for your health. In three out of five internal-
based items, Natives answered more positively than did 
non-Natives (see Appendix D). In two of the five items 
Natives answered nearly identically to non-Natives. 
The externality-based items are concerned with 
health being contingent upon: 1) just plain luck; 2) do-
ing only what the doctor tells you to do1 3) mostly a 
matter of good fortune1 4) dependent on strange diseases; 
and 5) the inevitability of getting sick. In all but i6 
the non-Native health professionals answered more posi-
tively to these externally-based items than did Native 
health providers. 
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As noted earlier, Lantis (1963) stated that " ••• 
southeast Natives have never been indifferent to disease 
and have not taken it for granted, as do so many races of 
fatalistic tradition ••• " (p. 6). The control of disease 
has not been a foreign idea and Natives have traditionally 
and contemporarily taken advantages of old and new medical 
cures. 
Therefore, it is possible that externality-based 
item 16 was answered more often positively by Natives than 
non-Natives because of the wording "strange disease 
around." Such diseases experienced by the majority cul-
ture, but not known or ex?erienced widely by Natives, 
could be considered as under the control of powerful 
others such as governmental health officials. 
Unlike the other externality-based items, item #6 
was geared not to ascertain attitudes regarding fatalism 
or belief in good fortune but rather the subject's percep-
tion of the power of "strange diseases around." For these 
reasons #6 stands out from the other four external-based 
items. 
Discussion 
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The findings are significant in terms of suggestions 
rather than absolute answers. It is interesting to note 
that in three out of the five internality-based items, 
Natives responded more positively than non-Natives. Given 
the findings of Tyler and Holsinger (1975) and Echohawk 
(1977) asserting that expressed externality is higher for 
American Indian youth than for Caucasians of the same age 
(adults were not tested), this study's internality 
tendency of Natives is surprising. 
As noted earlier, Gurin et al. (1969) had sugqested 
that "real life" for many minorities and the poor are full 
of barriers for which those groups have little actual con-
trol. He distinguished personal control from ideological 
or environmental control and suggested that although 
minorities and the poor may have a sense of their own per-
sonal power, in regards to the majority culture and the 
greater societal factors, these group members perceive 
little control. It appears that item #6 reflects these 
environmental factors and personal efforts of the individ-
ual may not be perceived to be powerful enough to counter 
such forces. 
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However, in terms of personal life-style behaviors, 
Native health providers clearly perceived themselves to he 
in control. Exercise, nutrition, and generally taking 
care of oneself are all factors that were perceived to be 
within their control. The results suggested that the 
Native health providers felt more strongly than their 
non-Native counterparts that these factors are more impor-
tant to their health. 
In terms of luck, chance, or good fortune, it ap-
pears that Natives do not consider their health to be con-
tingent on such factors. Although the differences are not 
statistically significant, Natives answered negatively to 
externality-based items more often than did non-Native 
health providers. These findings correlate with Lantis' 
(1963) assertion that southeast Alaska Native people are 
not fatalistic in their beliefs about health and disease 
(p. 6). 
In addition to this nonfatalistic stance, the data 
suggests that Natives subjects in this study have 
developed a sense of control beyond what one might hypo-
thesize, given their disease history and dependent rela-
tionships with various governmental agencies such as the 
U.S. Public Health Service and the Bureau of Indian Af-
fairs. These govern~ental agencies are known to foster a 
dependency that is inconsistent with a feeling of control 
over one's fate (Echohawk, 1977, p. 47). 
This author feels that at least part of the answer 
lies in the experience with the alcoholism recovery pro-
cess. At least three out of the ten Native health pro-
viders were recovering alcoholics. Three others were 
alcohol counselors directly involved with clients and 
their recovery process. All have had direct contact with 
family and community members who have been through this 
same recovery process. 
The alcohol recovery process is mostly internal. 
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Alcohol counselors and friends can sometimes lead the 
individual to resources. But the individual must 
personally initiate and follow-throuqh with this lengthy 
and often mentally and physically painful process. A 
successful recovery process empowers clients in a way that 
few other experiences can.· 
Most non-Native health providers have not experi-
enced alcoholism recovery in a personalized way. Rather, 
their experience is usually one of frustration and resent-
ment regarding their client's alcoholic behaviors and 
recidivism in alcohol treatment programs. This difference 
in personal experience with alcohol recovery may promote a 
perceptual difference critical to one's sense of control. 
To summarize, the HLC Scale results indicate that 
Native health providers have expressed internality equal 
to that of non-Native providers, and in three of the five 
internality-based items, Natives responded more positively 
than non-Natives. 
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Regarding the externality-based items, it appears 
that Natives and non-Natives alike generally feel that 
good health is not a matter of good luck, fortune, or 
chance. However, with the exception of #6, Natives did 
answer slightly more neqatively than non-Natives showing a 
stronger expressed externality for non-Natives than 
Natives. 
This data suggests that Native health providers feel 
that their health status is contingent on their health 
behaviors. This perception that health behaviors are 
within the power of the client are consistent with Gurin 
et al.'s suggestion that minority people can have a sense 
of their personal control that is not necessarily extended 
to the greater society. Externality-based item #6 which 
refers to "strange diseases around," could be interpreted 
to reflect the greater society which is outside the 
Native's control. 
To summarize interview and HLC scale subjects (who 
included a cross-section of the Native population in age, 
residence, and sex), nearly all responded that they felt 
they were directly responsible for their health. 
t-trstin2 of HLC Data 
Although the t-value of 1.10 is not statistically 
significant in the direction that was predicted from the 
theoretical discussion, the data do seem to support a pos-
sible systematic difference between the two groups wherein 
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Natives are more internally-oriented than non-Natives. 
The researcher did not formally hypothesize that 
Natives and non-Natives would differ on internality in any 
definite way. However, because of Native experiences with 
dependency-promoting governmental agencies, the researcher 
questioned whether Natives would be as internality-
oriented as non-Natives. 
Considering their value orientation of individualism 
and self-reliance, the researcher expected non-Native 
health professionals to be internality oriented. 
Therefore, the degree to which Natives expressed 
internality was surprising. 
Data Validation 
HLC Data 
The responses to the HLC Scale questions of this 
study point to a strong expression of internality regard-
ing personal control of health for Natives. Number six of 
the Interview Schedule of Questions (see Appendix D) indi-
cate that the majoriiy of the subjects believed that the 
responsibility for health lies with the individual (not 
God, fate, or the doctor). This perceived ability to 
control health is consistent with the HLC Scale results 
that showed a strong internal orientation of Native 
subjects. 
In addition, SEARHC Health-Fair data, obtained from 
the health corporation itself, helps to validate the 
Native perception that the responsibility for healt~ lies 
with the individual. 
The researcher took part in the 1984 Tlingit and 
Haida Convention, providing follow-up counseling during 
the end-point of a SEARHC-sponsored health fair screening 
process. During the initial Health Fair activities the 
participants filled out two questionnaires (see Appendix 
F). Important to this study's focus on "Relationship to 
Health,• one question was included two times in the ques-
tionnaires. The question was: 
"Who has the major responsibility for your health?" 
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Out of the fifteen Natives that responded, twelve 
answered "myself" and three answered "doctor." Of these 
health-fair participants, many were executives of the 
Tlingit-Haida profit corporation. These individuals lived 
a very different life from village or small-town Natives, 
traveling to major cities, living in hotel rooms, and 
spending time in hot~l lounges. The "fast life" was dis-
cussed and participants reported that weight control, 
stress management, and fitness activities seemed almost 
impossible to incorporate into their hectic lives. 
These respondents were mostly married, employed, 
earning $25-40,000 and college-educated. This demographic 
data contrasts greatly with the majority of Natives who 
struggle to survive in villages and small towns of south-
east Alaska. This population sample has the characteris-
tics of a highly acculturated group, and are not repre-
sentative of the majority Native population. 
Interview Data 
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In order to provide background information for the 
researcher, five elders (selection based upon criteria 
noted on p. 6) were interviewed regarding their personal 
experiences with the transition from traditional to modern 
life-styles. They were asked the first question of the 
Interview Schedule of Questions: "What are some of the 
differences between traditional Native ~ife-styles and 
today's modern times that you think have affected Native 
health?" Their answers paralleled those reported by 
interviewees (see p. 60) and consequently verified the 
interview data. 
Chapter IV Summary 
This chapter has presented the data that resulted 
from 1) The interview· questions, and 2) The HLC Scale 
questions (see Appendices Band D for specific questions). 
The data was divided into five categories: 
1) Transitional life-styles; 2) Native H~alth and 
Wellness indices; 3) What non-Native health professionals 
should know about Native and their culture; 4) Health 
counseling; and 5) Data related to the value orientation 
of "Man's Relationship to Health." 
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The major themes that surfaced were as follows: 
1. The significance of subsistence activities in 
health maintenance for contemporary Native 
clients. 
2. The communication problems that result from 
health professional's lack of cultural aware-
ness. 
3. The difficulties in communicating behaviorally-
based health education. 
4. Native respondents' perceptions that good health 
is within the control of the person themselves 
(internality-based perceptions that address the 
value orientation, "Man's Relationship to 
Health"). 
The following chapter discusses possible applica-
tions of the intercultural perspective to communication 
problems reported by Natives. 
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CHAPTER V 
APPLICATION OF THE INTERCULTURAL PERSPECTIVE TO 
PROBLEMS IN INTERCULTURAL COMMUNICATION 
AS REPORTED BY NATIVE RESPONDENTS 
This chapter will present the ways in which the 
intercultural perspective may be applied to communication 
concerns reported by Native subjects. Because the com-
munication of wellness is this study's central theme, it 
is critical that these problems be addressed. 
As noted earlier, the intercultural perspective is 
interactive, difference-based, processual, and 
humanistic. These characteristics or approaches of the 
perspective will be applied to each of the four most 
frequently reported communication concerns: condescension, 
authoritative approaches, differences in learning styles, 
differences in verbalization. It is hoped that through 
this analysis, insights into possible solutions will 
result. 
The most frequently reported communication concern 
was that of non-Natives' condescending attitude. This 
attitude was described as talking down to Native clients 
by repeating the same thing over and over again and/or 
talking louder and louder, giving the client the subjec-
tive sense that non-Native health professionals •don't 
think I have a br~in" and/or "don't think I speak Eng-
lish." 
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These communication behaviors may have resulted from 
misinterpretations of communication cues. As noted 
earlier, communication cues and behaviors are culturally-
conditioned and largely out of our awareness. Conse-
quently, these basic ways that we learn, communicate, 
and/or perceive reality differ from culture to culture. 
The difference-based intercultural perspective as-
serts that these cultural differences can be challenges 
rather than threats. For example, if a Native client 
utilizes culturally-based indirect rather than direct 
gaze, and/or shows less facial expression than normally 
shown by non-Natives, the non-Native might interpret the 
cues based on non-Native, not Native, cultural patterns. 
The interpretation might be that of inattentiveness or 
lack of interest, not at all representative of the actual 
Native experience. 
If, on the other hand, the health professional was 
interculturally aware, there would be no need for negative 
evaluations of the other's communication behaviors. 
Utilizing the difference-based approach, the culturally 
aware health professional would be challenged rather than 
threatened by these potentially ambiguous cues. 
In addition, the processual approach allows for both 
dyadic members to create and recreate meaning. The feed-
back circle, including the client's verbal and non-verbal 
responses, is crucial to the communication of wellness. 
During this process there is a focus on the client's 
internalization of health information and translation of 
it into some meaningful action. 
The second most frequently reported communication 
problem was that of the authoritative approach to solving 
health problems. The humanistic approach contrasts with 
the authoritative stance frequently taken by the medical 
community. "The doctor knows best" attitude implies that 
the health professional holds the keys to health. As 
noted earlier, this might have been an appropriate 
approach when infectious disease was the major threat to 
health and chemotherapy cured tuberculosis. At that time, 
as Native subjects noted, the doctors were in control of 
their clients' health. 
However, today's epidemic of life-style-related 
disease seems to defy chemical or technical cures. 
Today's emphasis on prevention returns the responsibility 
and control for learning new and healthier life-style 
behaviors to the client. 
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Consequently, a focus on the individual client's 
potential for change appears more critical than technical 
information held by the health professional. Health 
problems that are embedded in daily habits require a 
consideration of the whole person--including body, mind, 
and spirit. 
The humanistic ~pproach asserts that subjective 
experiences of the client are legitimate. The authorita-
tive approach sets a stage for power differences in the 
dyadic communication. If one dyadic member has the 
answers, the other member is a passive recipient of them. 
Within the humanistic context, there is mutual respect and 
equal power because both members have important roles to 
play. The subjective "ok" feeling that subjects reported 
may result when a balance of power exists. 
The third most often reported communication concern 
was that of Native learning styles that differ from 
non-Natives. Interview subjects noted that Natives learn 
better by observing and listening than by verbalizing. 
Utilizing the intercultural perspective, this difference 
would be accepted as basic to the success of communication 
and steps would be taken to utilize these observations and 
listening strengths. 
As suggested by interview subjects, diagrams and il-
lustrations could be used to explain complex concepts. 
The difference-based approach would recognize the validity 
of such learning styles. This approach does not deny the 
need for verbal feedback by the non-Native health 
professional but it does ensure that different needs of 
the client are also being considered. 
Closely associated with the Native strengths of 
observation and listening is the fourth most reported com-
munication concern, that of the verbal differences between 
Natives and non-Natives. Native health providers reported 
that Natives are more comfortable with silence than 
are non-Natives. This difference often results in the 
non-Native quickly (or so it seems to the Native) jumping 
into the conversation, always appearing too talkative, 
and/or inattentive to what the Native has to say. The 
health providers suggested that non-Natives try to allow 
more pauses in the conversation. Silence allows for 
feedback. Constant verbalizing decreases the opportunity 
for the more reticent member to speak. 
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The processual approach to communication allows for 
these silences and the time necessary for the process. A 
linear approach, in contrast, emphasizes the amount of 
information that can be "effectively" squeezed into an al-
lotted time period. In other words, it is often quantity 
and not quality that is encouraged. 
Pauses in the communication also allow for the bi-
1 ingual needs of elders and for the Native emphasis on 
diplomacy. In addition, interviewees reported that 
Natives place a high value on diplomacy, including avoid-
ing hurting feelings or insulting others. However, diplo-
macy is not a concept well-understood by mainstream Amer-
ican culture. In contrast, it values directness and 
honesty, and often interprets indirect approaches as 
evasive. Diplomacy may also require some additional time, 
conversational pauses, and/or "small talk." 
Because the traditional Natives' indirect style of 
communication require more time than do "direct" ap-
proaches, non-Natives often become frustrated, especially 
in health-care facilities committed to efficiency. More 
circular approaches seem to distract from "the point." 
The difference-based and processual approaches validate 
the indirect approaches to communication and allow for the 
time necessary to address these needs. 
The following section addresses the intercultural 
communication training for health professionals. 
Intercultural Training Based on the 
Intercultural Perspective 
Intercultural education for health professionals is 
desirable and possible. ~s Hoopes (1981) notes, 
Intercultural education consists of education 
activities which foster an understanding of the 
nature of culture, which helps the student develop 
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skills in intercultural communication and which 
aids the student to view the world from perspec-
tives other than one's own (p. 6). 
As noted earlier, ethnocentrism has been the basic 
medical approach to health problem-solving in southeast 
Alaska. Native values have infrequently been considered 
in program planning or individual counseling. However, 
rhetoric regarding "culturally relevant" health care is 
increasingly heard in medical and health groups and inter-
cultural education for health professionals could insure a 
greater respect for values of others and a greater under-
standing of one's own. 
Regarding intercultural communication training, 
Berry, Fodor, Kessler, and Wato (1983) note, 
While course offerings in health science cover 
some aspects of intercultural and interpersonal 
communication, there is a need for a specific 
course that provides necessary intercultural and 
interpersonal communication skills •••• What is 
now needed is an on-going in-service training pro-
gram in intercultural communication for those al-
ready in the field. In addition, program adminis-
trators must be educated as to the value of such 
skills training (p. 389). 
The intercultural perspective is basic to intercul-
tural education. And intercultural education should be 
basic to the medicai and health training for health 
professionals. Such education is increasingly in demand, 
and with time and effort, culturally sensitive health care 
will result. 
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Summary 
This discussion has presented applications of the 
intercultural perspective to the four most frequently 
reported communication concerns of Natives. These 
concerns included condescending attitudes, authoritative 
approaches to counseling, learning style differences, and 
verbalization differences. 
These concerns are problematic and their potential 
solutions are critical to this study's central theme, the 
communication of wellness. Without the mutual exchange of 
information and feelings, respect for style differences of 
dyadic members, and emphasis on the client's potential for 
health and healing, communication obstacles will continue 
to reduce the chances for the mutual creation of meaning. 
In addition, this chapter presents a statement encouraging 
health professionals to avail themselves of necessary 
training in the intercultural perspective. With time and 
increasing interest such education will be a basic part of 
medical/health training. 
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CHAPTER VI 
SUGGESTIONS FOR FUTURE RESEARCH 
The following discussion presents future research 
areas generated by t~is study. This study has addressed 
some critical research areas, including investigation of 
cultural value differences between Natives and non-
Natives, communication problems that result from such dif-
ferences, Native indices for health, and cultural factors 
critical for non-Native competence as counselors. How-
ever, many questions are left unanswered. 
This study has begun an investigation into the cul-
tural values and life-styles of one small group of Alaskan 
Native people with a focus on how these factors affect the 
communication of wellness. As stated in the Arctic Health 
Science Policy's recommendations, it is critical to inves-
tigate these value differences and prevalence of positive 
health indicators as they exist in the Native population. 
The policy asserts that these indicators " ••• may assist 
health planners to improve identification, and treatment 
efforts that are consistent with cultural factors" (Ameri-
can Public Health Association, 1981, p. 17). 
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As a result of the data gathered by this thesis, 
many research areas surfaced. They included, but are not 
limited to, the following: 
1. Field research in the area of transitional 
values of young Natives and how these values 
might influence the communication of wellness 
concepts. 
2. Well-controlled validation testing of this 
study's modified HLC Scale. 
3. Research into the development and implementation 
of health programs that utilize those social 
patterns and life-styles that seem to foster 
health and positive behaviors, giving considera-
- tion to cultural appropriateness in the communi-
cation of these concepts. 
4. Research into the implementation of intercul-
tural communication education within medical and 
nursing training programs. 
5. Given the personal control over their health 
that Native interviewees perceived themselves to 
have, more research is needed regarding 
perceptions of non-Native health professionals 
regarding the expressed internality of their 
Native clients. 
As the Arctic Health Science Policy notes, 
General discussions of social and behavioral as-
pects of health ••• advance various hypotheses 
about the etiology of different diseases and con-
comitantly, the conditions that generate health. 
These hypotheses need to be more systematically 
explored (p. 12). 
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It is interesting to note that although this policy 
referred to culturally specific variables regarding health 
care, the actual communication of health concepts was not 
defined as a problem area. It is clear that the above 
quote is also applicable to the intercultural 
communication of wellness and prevention concepts. 
Hypotheses about the etiology of communication obstacles 
as well as the communication conditions that generate 
satisfying interactions between Native clients and 
non-Native health professionals are needed. 
This study is hypotheses-generating. The followinq 
communication hypotheses have evolved from this study's 
discussion of social, behavioral, cultural, and comrnunica-
tion aspects of wellness and health promotion concepts: 
1. Ethnocentrism within health and medical settings 
is central to the major communication problems 
faced by Native clients as they interact with 
their non-Native health professionals. 
2. Because ethnocentrism is an out-of-awareness 
phenomenon, intercultural communication 
education is required to encourage 
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self-reflexiveness and cultural awareness in 
health professionals. 
To summarize, further research is necessary to sys-
tematically test the hypotheses generated from this 
study. In what specific ways cultural value differences 
affect the communication of wellness concepts, how ethno-
centrism creates frustrating communication problems, and 
what role intercultural communication education can play 
in modifying the ethnocentric perspective of medical and 
health professionals are research questions that require 
further systematic study. 
This study is just a beginning. It provides a basis 
for further systematic investigations into practical 
areas, such as field research into the development and 
implementation of health proqrams that utilize the 
communication and cultural value factors addressed in this 
study. 
As the Arctic Health Science Policy notes: 
• • • the circumpolar regions and populations 
might provide a particularly interesting and suit-
able avenue and subject of studies on 'positive 
health' or 'wellness.' The extreme conditions of 
the circumpolar areas provide an opportunity to 
test the validity of the positive health approach 
and, if applicable, the results might provide a 
starting point for encouraging the lifestyles and 
habits that promote health (American Public Health 
Association, 1981, p. 15). 
As this study points out, Alaskan wellness programs 
currently exist and it is important for researchers to 
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evaluate these programs, including how they are communi-
cated. Wellness and positive health concepts are merely 
theories until they are communicated successfully within 
the Alaskan intercultural context. 
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ORIGINAL INTERVIEW QUESTIONS 
1. What are the things you think are important in stay-
ing well? 
2. What do you think are some characteristics of a 
healthy Native in today's society? 
3. What do you think makes a person sick? or healthy? 
4. What kinds of things did your grandparents tell you 
about staying well? 
5. What do you think are the main differences between 
how a·Native person and a non-native person thinks 
and feels about staying healthy? 
6. What are some of the differences between traditional 
Native lifestyles and today's modern times that you 
think have influenced Native peoples' health? 
7. When you get sick or have a physical problem, to 
whom do you go first? Friend, relative, the doctor 
or other health practitioner? Please explain. 
8. Who do you consider to be healthy people in the 
Native community? Why? 
9. What should non-native health professionals know 
about Natives and their culture to be good health 
counselors? 
10. What are some of the things you like best about 
health professionals that you have known -- parti-
cularly in health counseling? What are some of the 
things you like least? 
11. Who or what do you think is mostly responsible for a 
person's health ••• the doctor, clinic, a person's 
parents, God, "fate," or the individual person 
involved? 
12. Have you ever been advised by a health practitioner 
that you should change some of your habits such as 
cigarette smoking or lowering your salt intake? If 
yes, please give an example. 
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13. Have you ever been unable to understand what a 
health practitioner told you to do about a health 
problem? 
14. Please describe an example of a health teaching 
situation you've been in and explain how it was or 
was not helpful. 
15. Can you think of anything non-Native health profes-
sionals could do to be more helpful when they are 
counseling a Native client? 
APPENDIX B 
FINALIZED INTERVIEW 
SCHEDULE OF QUESTIONS 
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FINALIZED INTERVIEW SCHEDULE OF QUESTIONS 
1. What are some of the differences between traditional 
Native life styles and today's modern times that you 
think have affected Native health? 
2. What do you think are some characteristics of a 
healthy Native person in today's society? 
3. What should non-native health professionals know 
about Natives and their culture that would help them 
be better health counselors? 
4. What are some of the things you like best about 
health professionals that you've known--particularly 
in health counseling situations. 
S. What are some of the things you like least about 
health professionals that you've known--particularly 
in health counseling situations. 
6. Who or what do you think is in control of a person's 
health? God, fate, luck, the person themselves, 
parents, or others? 
7. Please give some exmaples of health teaching 
situations you've been in and explain how they have 
or have not been helpful. 
APPENDIX C 
ORIGINAL HEALTH LOCUS OF CONTROL SCALE 
Item 
1 • 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 
10. 
1 1 • 
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ORIGINAL HEALTH LOCUS OF CONTROL SCALE 
Direction 
If I take care of myself, I can 
avoid illness. 
Whenever I get sick it is because of 
something I've done or not done. 
Good health is largely a matter of 
good fortune. 
No matter what I do, if I am going to 
get sick I will get sick. 
Most people do not realize the extent to 
which their illnesses are controlled by 
accidental happenings. 
I can only do what my doctor tells me 
to do. 
There are so many strange diseases around 
that you can never know how or when you 
might pick one up. 
When I feel ill, I know it is because I 
have not been getting the proper exercise 
or eating right. 
People who never get sick are just 
plain lucky. 
People's health results from their own 
carelessness. 
I am directly responsible for my health. 
I 
I 
E 
E 
E 
E 
E 
I 
E 
I 
I 
I = internally worded. E = externally worded. The scale 
is scored in the external direction, with each item scor-
ing from 1 (strongly disagree) to 6 (strongly agree) for 
the externally worded items and reverse scored for the 
internally worded (Walston et al. 1976, p. 580). 
APPENDIX D 
MODIFIED HEALTH LOCUS OF CONTROL QUESTIONNAIRE 
USED IN THIS STUDY 
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Health Locus of Control Questions 
Dear Participants 
Please answer the following questions with "yes" or 
"no." I realize ·these are hard to answer in that way. 
But whatever you usually or most often feel or do should 
direct your answer. 
Yes No 
1. Do you think that if you take care of your-
self yo~ en avoid most illnesses? 
2. When you get sick do you usually think it is 
because of something you have or have not done 
for your health? 
3. Do you think good health is mostly a matter of 
good fortune? 
4. Do you think the following sentence is true? 
"No matter what I do, if I am going to get 
sick I will get sick." 
S. When you are ill and go to the doctor do you 
think you should only do what the doctor tells 
you to do? 
6. Do you think that there are so many strange 
diseases around now that you really never know 
how or when you might get sick? 
7. When you feel ill, do you think it is because 
you haven't been getting the proper exercise, 
or rest or righty food, etc? 
8. Do you think that people who never get sick 
are just plain lucky? 
9. Do you think illness is usually a result of a 
person's own carelessness? 
10. Do you think you are directly responsible for 
your own health? 
Please comment if you wish:. 
November 6, 1984 
for Janet Allan's 
Thesis Project 
APPENDIX E 
HEALTH LOCUS OF CONTROL SCALE RESULTS 
MODIFIED HEALTH LOCUS OF CONTROL SCALE RESULTS 
1. Do you think that if 
you take care of your-
self you can avoid most 
illness? 
2. When you get sick do 
you usually think it is 
because of something 
you have or have not 
done for your health? 
3. Do you think that 
good health is mostly 
a matter of good 
fortune? 
4. Do you think this 
sentence is true: "No 
matter what I do, if 
I'm going to get sick 
I will get sick." 
S. When you are ill and 
go to the doctor do you 
think you should only 
do what the doctor 
tells you to do? 
6. Do you think that 
there are so many 
strange diseases around 
now that you really 
never know how or when 
you might get sick? 
7. When you feel ill, 
do you think it is be-
cause you haven't been 
getting the proper 
exercise, or rest, or 
right food, etc.? 
Yes 
9 
9 
1 
1 
7 
8 
Native 
Health 
Providers 
No 
1 
1 
9 
10 
9 
3 
2 
Non-Native 
Health 
Providers 
Yes No 
7 3 
9 1 
1 9 
2 8 
2 8 
3 7 
4 6 
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8. Do you think that 
people who never get 
sick are just plain 
lucky? 
9. Do you think illness 
is usually a result o~ 
a person's own care-
lessness? 
10. Do you think you 
are directly responsi-
ble for your own 
health? 
(10) Total Subjects 
Yes 
1 
8 
10 
Native 
Health 
Providers 
No 
9 
2 
Non-Native 
Health 
Providers 
Yes No 
1 9 
3 7 
9 1 
123 
Native Health Providers consisted of 3 Health Aids, 3 
Alcoholism Counselors, 1 Emgergency Medical Technician, 1 
Health Mediator, 1 Child Counselor, 1 Health Instructor. 
(10) Total Subjects 
Non-Native Health Providers consisted of 4 M.D.'s 3 
R.N.'s, 1 Counselor, 1 Dentist and 1 Emergency Medical 
Instructor. 
APPENDIX F 
SEARHC HEALTH FAIR FORMS 
CONFIDENTIAL HEALTH HISTORY 
:rrtCIPANT INSTRUCTIONS: Each question must be answered Yes or No. DO NOT skip any. Numbers in parentheses (230) are for 
ing purposes only. · 
i. Have you ever been treated for: 
I) 
Zl 
!I 
•l 
5) 
Iii 
~ 
..._ ...... ~ 
7) 
...,_ ...... ~ 
ll 
....._ ...... ~ 
81 
---
IOI 
11) 
Anemia (low blood count) 
Cancer 
Diabetes 
Fibrocystic disease 
Glaucoma 
Gout 
Hearing problems 
Heart disease 
High Blood Pressure 
High cholesterol 
High triglycerides 
Kidney disease (chronic) 
Uver disease 
Lung disease (includes TB) 
Polyps or growth in bowels 
Thyroid disease 
Vision problem (NOT glasses) 
Weight problem Other:.__ ______ _ 
16. 
17 . 
Have any of your blood relatives ever had: 
Diabetes.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . as11 
Heart attack. . . . . . . . . . . . . . . . . . . . . . • . . . . . . . . . !2$2) 
High cholesterol. . . . . . . . . . •. . . . . . . . . . . . . . . . . . (253) 
High blood pressure. . . . . • • . . . . . . . . . . . . . . . . . . . 0&1 
Cancer. . . . . . . . . . . . . . . . . . . . . . . . • . . • . . . . . . . . . 12551 
Glaucoma ..•.............•................. <2561 
Mental/Emotional Stress .......•............. 
Alcohol or other drug problems ............... . 
These are the seven warning signs of cancer 
Have you noticed any: 
I 
Unusual bleeding or discharge. . . . . . . . . . . . . . . . . G21S 11 ...___... __ 
Nagging hoarseness or cough. . . . . . . . . . . . . . . . . . 12621 1--......... ---l 
Obvious change in a mole or wart. . . . . . . . . . . . . . . . 1263) ...___... __ 
Persistant indigestion or difficulty in swallowing. . . . (2Sol• .,___._---l 
Lump or thickening in breast or elsewhere. . . . . . . . 12li6i ...___... __ 
Change in bowel or bladder habits. . . . . . . . . . . . . . . 12e61 1--......... ---l 
Trouble with sores healing ....•............. · . . . (267) '---_...... ___ 
8. Do you exercise regularly?. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . (2681 II.--'----' 
9. Do you diet regularly or frequently?. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . (2691 !....._....__ ..... 
:0. Do you drink Alcohol? . . . . . . . . . • . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 12701 II.--'----' 
!1. Do you have shortness of breath, pain, or discomfort in the chest after exercise? ......................... 1211)1 '----'1.-....J 
!2. Do you smoke?. . • . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1772) .... I _......_ ...... 
If YES, how many per day?. cigarettes cigars pipe __ _ 
~ Are you under stress much of the time at home or work?. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . anil ..... _......__. 
M. Are you satisfied with your current lifestyle/habits? ................................................ 121"·1 ..... _......__ ...... 
25. Do you have a personal doctor or regular source of medical care?. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . c2151 .....__......___.; 
26. Are you currently being treated for an illness?. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . (2161 
If YES, what illness are you being treated for _____________________ _ 
27. Are you currently taking any medications?. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . :2771 !....___..___. 
If YES, what medications are you currently takinv----------------------
28. Have you made a change in your lifestyle in the last year to improve your health?. . . . . . . . . . . . . . . . . . . . . . . . . ~2"'8 1 
What change? ___________________ _,....=::::;::;;::~s;;)-____ _ 
29. Who has the major responsibility for your health? ""'ffi doctor p:i 
(check only one) LJ 
OPTIONAL: The following information helps determine the community we serve. 
30. RACIAL GROUP 
(c:heck onty one) 
Amer. Indian/ 
Alaskan Native CE.J 
Black c::ITI 
Asian/Pacific 
Islander c:::rIJ 
White c:::EJ 
Spanish origin CI.D 
Other c:::I!J 
002 12/81 
31. FAMILY INCOME 
(Check only one) 
0-4,999 
5-7,999 
8-14,999 
15-24,999 
25-40,000 
over 40,000 
I 
I 
v (2861 
, 
2 
3 
' 
s 
6 
32. EMPLOYMENT STATUS 
(Check only one) 
employed 
unemployed 
retired 
homemaker 
student m 
D other 
33. MARITAL ST A TUS 
(Cneck onty one) 
married 
single 
widowed m 
34. LAST GRADE 
COMPLETED 
~EALTH FAIR EVALUATION QUESTIONNAIRE 
Participant# I "' I "' I "' I "' I '" I '" I '" 1 ·•· I "' I "' I 
>ate Health Fair Location 
~hank you for participating. To improve Health Fairs we need to know how you feel about them and would greatly appreciate your 
answering these questions. Numbers in parenthesis (20) are for coding purposes only. Please check only One box for each answer 
mless instructed otherwise. 
1. How would you rate the Health Fair In general?. . . . . • D [:q CD ~ 1111 LJ Excellent LJ Good lJFair LJ Poor 
2. Would you go to another Health Fair or recommend D P=l 
one to a friend or relative? ......... ·... . . . . . . • . . . • 1121 LJ Yes LJ No 
3. How would you rate the manner in which you were D P=l CD ~ 
treated? · · · · · · · · · · · · · · · · · · · · · · · · • • • · · • · · · · · · 1131 LJ Excellent LJ Good lJFair LJ Poor 
4. Did the examiners explain the purpose of the tests? .. 
5. Did you understand the explanation of the tests? .... 
8. Did you learn anything about changing your habits to 
Improve your health? ...............•.........• 
7. Why did you come to the Health Fair? (check as 
many as apply) .......................•....... 
8. How did you hear about the Health Fair? (check as many as apply) ...................... . 
9. Have you ever received ALL THE SERVICES at this 
health fair anywhere else at one time? .............. . 
"''El Yes EL 
, .. , D 
Yes ON. 
<•$ EJ Yes CL 
(17) D (18) D 1,9, D LJ Convenient LJ Curious about health LJ Felt bad recently 
1201 D (21) D 1221 D LJ Free LJ Just happened along LJ Other -----
(23) D <2•> ~ LJ TV (which station) LJ Radio (which station) 
(25) D (26) r=:J ,r· D LJ Newspaper (which one) LJ Poster LJ Flyer 
(28) D (29) D 
lJword of mouth LJ Other ___________ _ 
If so, where? (check one only). . . . . . . . . . . . . . . 1311 D [:q ~ ~ LJ Doctor LJ Clinic LJ Previous health fair LJ Other 
10. Were there any exhibits, demonstrations, or activities 
which you found particularly helpful or interesting? 
Which ones: 
12. Did your counse or ise you to get a follow-up 
evaluation on any of your tests? ...........•........ 
13. Do you intend to get a follow-up evaluation? ..•....... 
~ Oves DNo 
~ ~' 
1331 ~Doctor LJ Ch ic 
(3') D 
lJves 
• ., Ov •• CL 
14. When was the last time you saw a doctor?. . . . . . . . . . . 36 D ~ CD D D 1 1 LJ Never LJ Over 5 Yrs LJ 2·5 yrs LJ 1·2 yrs LJ Less than 1 yr 
15. When was the last time you had a complete check-up 
WHEN YOU WERE NOT SICK? ................... . 
16. If you do not get a further follow-up evaluation on tests 
outside nonnal limits do you understand how your 
decision may affect your future health? ..•.••.•...... 
on D N- D Over 5 Vis D 2-5 yrs B 1-2 yrs D Less than 1 yr 
"" B Yes D No D Not llJPlicable 
17. COMMENTS(badandgoodequallywelcomed) -----------------------
